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ARCHIVES OF OTOLOGY. 


A CASE OF INFLUENZA FOLLOWED BY MAS- 
TOID ABSCESS, SINUS THROMBOSIS, MEN- 
INGITIS, AND DEATH. AUTOPSY. 


By FRANK ALLPORT, M.D., Cuicaco, ILL. 


A. E., aged seventy-six. ‘Two years ago fell through a hole in 
his barn loft to the floor below. Struck on his head. Received 
scalp wound. Soon fever and delirium followed. Recovered, 
but family says his mental condition was never the same again. 
His memory became very bad, and he appeared dazed and irra- 
tional at times. In January, 1899, contracted severe influenza, 
accompanied with delirium. During the attack had abscess of 
left ear, followed by painful and swollen mastoid for weeks. Ear 
was simply syringed by medical attendant. Consulted me July 
13, 1899. Found some soreness of mastoid on pressure. Fistula 
of lower, posterior bony meatus, emitting copious, foul pus. 
Membrana tympani intact. Consultation with Dr. T. Melville 
Hardie. Operation advised and consent given. Admitted to St. 
Luke’s Hospital, July 26th. Temperature 99.2°. Pulse 89. Feel- 
ing quite well, and good appetite. 

Operation July 28th, assisted by Dr. Hardie and Dr. W. H. All- 
port. The second stroke of chisel found pus. Entire outer plate 
of mastoid removed. Mastoid cavity full of pus and granulation 
tissue. Cell walls completely broken down. Entire cavity thor- 
oughly curetted. Bony covering of lateral sinus necrosed and 
sinus exposed, but apparently healthy. Good recovery from 
operation. Patient apparently making uneventful recovery. Un- 
til August 12th, nothing of any note occurred. ‘Temperature va- 
ried from 98.4 to 99.6°.. August 12th : temperature, 97.6.° Does 
not feel so well. Restless at night. Pain in stomach, otherwise 
well. Each day temperature struck 97° and a fraction. August 
17th: talkative, and speech occasionally irrational. August 18th : 
these conditions exaggerated. Seen by Dr. Archibald Church, 
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who expressed favorable prognosis and advised strychnia and 
nitro-glycerine. August 19th: more talkative and delirious. 
Temperature from 97.6 to 99°. Pulse from 76 to 82. August 
2oth : distinctly delirious. Temperature from 98.2 to 99°. Pulse 
from 68 to 92. August 21st: much worse. Temperature from 
99.4 to 99.6°. Pulse from 80 to 112. Seen by Drs. Church, J. E. 
Owen, and W. H. Allport. Dr. Hardie not in town. Diagnosis, 
acute meningitis. Prognosis, unhesitatingly bad. The only hope 
for patient is thought to be the evacuation of the cerebral ab- 
scess (should any exist). No focal symptoms. No optic neuritis. 
Skull trephined that afternoon, over temporo-sphenoidal lobe. 
Dura inflamed. Probing in various directions with grooved di- 
rector disclosed nothing. Wound closed by skull button and 
sutures. Site of original mastoid operation found healthy. Au- 
gust 22d: quieter, but always delirious. Temperature from 99.6 
to 102°. Pulse from go to 114. August 23d: same condition. 
Temperature from roo to 100.8°. Pulse from 88 to 120. Same 
condition. Temperature from 99.6 to 101°. Pulse from 112 to 
122. August 25th: same condition, only growing worse each day 
and passing feces and urine involuntarily. Temperature from 
100.8 to 102.6°. Pulse from 118 to 136. August 26th: died 
I A.M. 

Autopsy.—By Dr. D. N. Eisendrath. Present: Dr. J. E. 
Owen, myself, and resident hospital staff. Original mastoid oper- 
ation area found healthy. At external site of trephine wound a 
drop or two of pus found, otherwise entire area of trephine oper- 
ation, even into the brain, perfectly healthy. Dura is completely 
adherent to skull by old adhesions. Dura and pia deeply con- 
gested. Posterior to wound of operation pia and arachnoid show 
hemorrhagic suffusion. Slight puriform thrombus in left lateral 
sinus. Careful search made for cerebral abscess, but none found. 


Remarks.—It seems strange that after apparently making 
a good recovery, he should suddenly develop meningitis and 
proceed to a rapid death. The case shows that a subnormal 
temperature does not always indicate a cerebral abscess, 
and may exist with an intense meningitis. The extremely 
small purulent thrombus found was not thought to have 
had anything to do with his death, and it surely must have 
developed after the first operation. If, however, it played a 
part in the fatal result, it shows that purulent thrombus 
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is not always accompanied by its characteristic symptoms, 
such as the up and down temperature and pulse, chills, etc. 
The query naturally arises, as to whether the old fall on his 
head had anything to do with the fatal result. The adhe- 
sions between the dura and skull probably indicate a pre- 
existing meningitis, which may have lingered, in a latent 
condition, only to be revived by operative procedures upon 
an old and debilitated patient. It is of course evident, that 
had it not been for the drainage from the masto-meatal 
fistula the case would have developed to the operating 
point much sooner. 











MULTIPLE TUBERCULAR TUMORS OF THE 
SKULL AND BOTH TYMPANIC MEM. 
BRANES. 


By Dr. H. FREYSING, Rostock. 
Translated and Abridged by Dr. E. M. Cox, New York. 


(From Band xxxii., S. 369, 1898, of German Edition.) 


N account of its rarity and interest the following case 
seems worthy of comment. 


W. W., painter, aged nineteen, entered the clinic July 26, 1897. 
Heredity and family history very good. Patient has hitherto 
been well, except for measles six years ago, when he had suppu- 
ration in one ear, which one he does not know. Four months 
before admission, he noticed, on his right leg, a hard, rounded, 
painless tumor about 14 inches in diameter. He had stiffness 
of the neck, and after a time painless swellings appeared behind 
the right ear and on the left side of the forehead. There was 
some suppuration in each ear. The patient’s general condition 
remained fairly good, and he had no fever. There was a small 
painless swelling near the inner canthus, and a larger fluctuating, 
tense, and immovable swelling between the left temple and the 
frontal eminence. Another tumor appeared behind the right 
mastoid, and reached the size of half a hen’s egg. It appeared to 
be adherent to the sterno-mastoid muscle. 

The left drum membrane was changed into a uniformly bright 
red, apparently granulating mass in the lower part of which there 
was a perforation. Malleus cannot be made out. Some odor- 
less pus in the auditory canal. The right membrana is cloudy 
and dull. In its posterior third there are two circumscribed 
grayish-yellow swellings which run over upon the wall of the 
canal. Puncture of these swellings brought no blood or secre- 
tion ; they were evidently solid. The hearing in the right ear was 
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much better than in the left. No cough or other evidences of 
pulmonary or cardiac disease. 

Fuly 26, 1897.—The tumor behind the mastoid was removed by 
Professor Kérner. During its removal the growth was torn, and 
discharged odorless atheroma-like material, and showed an inte- 
rior lined with dirty granulation tissue. Several superficial chips 
of bone were removed for examination. The small masses in the 
right membrana were then removed with forceps, and all the 
material was found, upon examination, to be tubercular. 

Normal course. Wound behind the ear healed in fourteen days. 

August 2d.—The growths on the forehead and at the root of the 
nose were removed. ‘They were similar to the first mass and 
proved to be tubercular. 

September 19th.—The wounds were finally healed. The masses 
in the drum membranes, parts of which only remained on the right 
side, were treated with 25 per cent. lactic acid and with weak 
chromic acid and airol. They slowly disappeared. 

November 12th.—There were visible in the right membrana 
only two somewhat elevated scars, otherwise it was normal. The 
left drum membrane was much improved in appearance, looked 
smooth and shining, and the berry-like prominences have become 
smaller. Hearing on the /eft, 36 = 1.50 m, 100 = 0.30 m, on 
the right, 22, 36, 48 more than 7 m, 100 = 4m. The hearing is 
thus much improved on both sides. All the operative wounds 
are healed and painless, and there is no regeneration of bone 
where the forehead growth was removed. There was no change 
in the lungs and the general condition was very good ; there was 
a gain in weight. 

In January, 1898, the hearing was: /ef/f: 66 = 5 m, 22 = 4m, 
44 = 2} m, 100=2m; right: 66 = 7 m, and more, 100 = 6 m. 
A careful microscopical examination of all the specimens was 
made by Dr. Ricker of the Pathological Institute, and all were 
tubercular except the bone splinter. 


We have in this case an instance of multiple tubercular 
tumors of the skull and both drum membranes pursuing 
a relatively mild course. 

After six months there was no recurrence, and the patient’s 
general condition was good. 

We have been, so far, familiar with tubercular nodules in 
the drum-membrane in the course of an acute miliary tuber- 
culosis in children, or in cases of chronic tuberculosis in 
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adults, with rapid degeneration of the infiltrated regions 
(Schwartze). The term “tubercular tumor” is used in a 
clinical sense in this case. In the skin, tuberculosis some- 
times appears in the form of tumors, for instance in 
“scrophuloderma,” which behave like granulation masses, 
usually with a central degeneration, forming ‘‘ tubercular” 
ulcerations. These neoplastic masses, except for their site, 
are exactly like the masses in the case under discussion. 
Scrophuloderma is rarely primary. Doutrelepont (1892) re- 
ported three cases, and pointed out some difficulties in 
diagnosis. In all these cases the growths were upon the 
face and were cured by operation. Bacilli were demon- 
strated in two of them. The same writer in 1894 described 
a six-year-old girl with twenty-nine cutaneous growths in 
various parts of the body. They were reddish-brown, nodu- 
lated, covered with crusts, and microscopic examination 
showed tuberculosis. Doutrelepont concludes that this form 
of tuberculosis does not have the same tendency to recur 
that is seen in lupus after scraping out of the ulcerations. 
Riehl and Wick report similar cases. 

The so-called tuberculosis cutis verrucosa is to be men- 
tioned in this connection. It is usually benign, but per- 
sistent. Knickeberg collected a number of cases, also 
Jadassohn and Thimm. Tuberculosis of mucous mem- 
branes occurs in various organs with lesions like those in 
this case. Schaffer and Chiari have collected cases of 
“tuberculoma” of the nasal mucous membrane. The 
growths were usually easily-bleeding, granulating masses, 
without any particular tendency to degenerate. Whether 
they originated in the mucous membrane or perichondrium 
is undecided ; the latter is, however, always involved. 

According to Koschier, the tubercular tumors of the nasal 
mucous membrane in their occurrence and histology re- 
semble the so-called scrophulous lymphomata. 


TUBERCULAR TUMORS OF THE LARYNX. 


_ According to Avellis these growths may be described as 
having these characteristics : 

I. Tumors which have all the characteristics of a true 
neoplasm, and appear as papillomatous or fibromatous 
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growths on the vocal cords, or as solitary masses covered 
with mucous membrane. 

II. The tumors are often seen in cases without pulmon- 
ary disease, and may, therefore, be primary in many 
instances. 

III. The most frequent sites are in the sinuses of Mor- 
gagni, and on the true or false vocal cords. 

IV. They rarely ulcerate, and their contents show giant 
cells and tubercle bacilli. 

V. Their course is chronic. 

VI. They occur in early life. 

VII. Operative removal is always beneficial and some- 
times curative. 

Jores describes a case in which laryngectomy was done 
for supposed carcinoma. Although the glands were dis- 
eased, there was no serious involvement, and the writer 
called the case one of “tubercular infiltration of the laryn- 
geal mucous membrane.” 

Kramer and Hartmann describe similar growths in the 
rectal mucous membrane, and Hattute mentions a case with 
stricture of the pylorus. 

Frankel and Franqué give cases of much the same sort of 
growth in the uterine mucous membrane. 

Askanazy, Neelsen, and Goldschmidt mention the disease 
in the pleura. 

Israel describes similar lesions in the peritoneum. 

Several authors describe tubercular tumor in muscles. 
They are usually benign, and sometimes resemble lipomata. 
This form of disease is exceedingly rare in the kidney as a 
primary growth. 

The central nervous system is rarely affected ; when it is, 
children are usually the patients. Bach (Wiirzburg) de- 
scribes a case of granulation-tumor of the iris. Haug 
describes cases in the external ear. 

We may consider that this form of tubercular tumor 
occurs in two forms. The first is of a somewhat soft granu- 
lation-like consistence, the second is denser, and may be of 
cartilaginous hardness. We find the growths in almost every 
organ. They are benign, and do harm only mechanically. 

















OTITIS MEDIA IN EARLY CHILDHOOD. 


By Pror. A. BARTH, Leipzic. 


Abridged Translation (from Band*xxxii., S. 111, 1898, of German Edition) by 
Dr. ADOLPH O. PFINGsT, Louisville, Ky. 


HIS subject was suggested to me on account of its 
ta importance and because of the obscurity which still 
exists in this field of work. Its importance becomes ap- 
parent when the frequency of middle ear involvement in chil- 
dren ill with other affections is considered. Of 600 sick 
infants examined before and after death, 80 per cent. were 
found to have a lesion of the middle ear. 

My study of the subject, limited to children in the first 
three years of life, included 48 patients seen in 1896 and 
78 seen in 1897. All but 7 of the 48 showed evidence 
of inflammation of the middle ear of greater or less de- 
gree. In 5 of the cases the ear was normal and in 2 the 
external auditory canal was inflamed. Of the infants seen 
in 1897, I9 were in their first year, 29 in the second, and 
30 in the third. In all but 3 there was a discharge of 
pus from the ear. In the remaining 3 the middle ear 
was inflamed but the drum was intact. Ing of these cases 
the mastoid cells had to be opened. Although without 
complete record of the cases occurring in 1896, the oper- 
ation was, as far as I remember, performed three times 
in that year. A noteworthy feature of the cases recorded in 
1897 is the frequency with which spontaneous perforation of 
the drum had occurred. Autopsies have shown that the 
drum usually remains intact in most of the cases of inflamed 
middle ear. 


334 





Otitis Media in Early Childhood. 335 


In the examination of children I have them, by prefer- 
ence, in the erect posture, held in proper position upon the 
lap of an assistant. Occasionally the examination was made 
in bed in the recumbent position. Where it was possible, 
reflected rays from a Welsbach light were employed, other- 
wise from alamp. Difficulty was sometimes experienced in 
seeing the drum on account of a narrowing of the auditory 
canal or on account of the presence of lanugo which neces- 
sitated the use of a narrow speculum. For the removal of 
cerumen or epithelial scales I prefer the syringe to the use 
of forceps and cotton probes. An astounding observation in 
the examination of these infants was their thoroughly good 
behavior. It has been my experience that they cry when 
they are placed in position and held, but as soon as manipu- 
lation of the ear is begun they almost invariably quiet down 
at once—unless, of course, the manipulation is painful. Upon 
releasing them, they again begin to cry. 

It seems that in early childhood the more remote parts of 
the ear are not involved during acute middle-ear inflamma- 
tion as they are in adult life. In fact, I would hesitate 
to open the mastoid cells in a child if the only symptoms of 
mastoid inflammation were a swelling and redness of the 
upper and posterior portion of the auditory canal. While 
some authors claim that it is frequently impossible to see 
the drum-membrane of a child, this has not been my experi- 
ence. The upper portion is often horizontal in children and 
apparently continuous with the upper wall of the ear canal, 
but some portion of the drum can always be brought to 
view, unless unusual abnormalities exist. Some part of the 
upper segment can also be seen, as a rule, notably the short 
process of the malleus. Though the middle ear may be in- 
flamed and contain pus, the drum often shows little or no al- 
teration outside of a bulging at some part. The drum may 
or may not be injected. Sometimes the fluid in the tym- 
panum can be seen through the drum; again the drum may 
become infiltrated with the fluid and take on a turbid 
appearance. In rare instances a perforation may not be de- 
tected, as it is possible for a small hole in the drum to 
be obscured by the infiltration of the membrane and 
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desquamation of its epithelium. In these cases the diagnosis 
will have to rest upon the presence of a pulsating reflex on 
the fluid in the bottom of the external ear canal and upon 
the character of the discharge. Even these common signs 
may not be present, in which case an immediate diagnosis is 
not possible. | 

However, if there are symptoms of inflammation of the 
external auditory canal, the possibility of a middle-ear affec- 
tion should not be overlooked, as it is well known that the 
pus of a neglected case of otorrhcea is a frequent cause of 
inflammation in the ear canal. In such cases careful watch- 
ing and cleansing of the canal will clear up the diagnosis in 
a few days. 

In young children with otorrhoea, without apparent com- 
plications, I have, under rational treatment, nearly always 
brought about a rapid cure, and I cannot recall a single in- 
stance in which severe complications followed acute otitis 
media. This may, in a measure, be due to the personal 
attention that I give the cases. I have them, as I also do 
all simple cases of otorrhcea, report to me every day for irri- 
gation, which gives me the opportunity to insure proper 
cleanliness, and at the same time see complications soon 
after arising, and to institute proper treatment. The large 
number of complications of middle-ear abscess which we 
encounter are, to my mind, due very largely to neglect. 
We will continue to see them with the same frequency as 
long as physicians are so prone to look upon these cases as 
trivial affections. In a general way it may be said that it is 
nearly always possible to expose the drum-membrane to 
view, and recognize its normal condition, and mostly to de- 
tect the existence of inflammation of the middle ear, but 
that it is not easy to foresee the outcome of a diseased 
middle ear, and its subsequent effect upon the general 
condition of the child. 

It would not be amiss in a treatise on middle-ear troubles 
to review the sources of the infection in these cases. 
Although it is universally believed that infection may take 
place through the circulatory system, there is no doubt that 
in by far the greatest number of instances the infecting 
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elements pass into the tympanum through the Eustachian 
tube. They reach the tympanum either by an extension of 
a specific inflammation along the mucous membrane as in 
diphtheria, scarlet fever, etc., which usually results in an 
acute process, or through foreign substances which find their 
way into the tympanum by way of the Eustachian tube, 
notably through water forced into the tympanum during 
bathing, or with a nasal douche. Lately the belief that the 
infecting elements reach the tympanum through the blood 
has grown because of the infrequent presence in the middle 
ear of the germ specific of the primary inflammatory trouble 
in the naso-pharynx, ¢. g., the diphtheria bacillus in diph- 
theria. More frequently the pus of the middle ear contains 
pneumococci, pneumobacilli, or streptococci. However, if 
we stop to consider that in acute inflammation of the naso- 
pharynx the ear complication does not develop, as a rule, 
until the primary inflammation has almost or entirely sub- 
sided, the theory of infection through the circulation does 
not hold. Infection by this channel would set up inflam- 
mation simultaneously with, or soon after, the inflammation 
of the site of infection. I have pictured the process about 
as follows: the inflammation extending from the naso- 
pharynx swells the mucous membrane of the tube, thereby 
closing its lumen. Germs harbored in the tube or the naso- 
pharynx near the tube at the time(we know that these parts 
always carry many varieties of pathogenic germs) find their 
way into the tympanum, while the bacteria specific of the in- 
flammation in the naso-pharynx which reach the opening of 
the tube after it is swollen are excluded. By the closure of 
the tube its normal function asa passage for air is interfered 
with. The growth of the germs in the tympanum and the 
consequent inflammatory action are thereby favored. The 
frequency with which middle-ear affections occur in children 
would lead to the inference that anatomical conditions are 
such in children as to favor the entrance of germs into the 
tympanum, and that the mucous membrane of the middle 
ear is peculiarly favorable to their growth. 

The symptoms also differ materially in childhood from 
those of adult life. In the adult the drum bulges some, is 
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red and swollen, and the ear canal and the soft parts over 
the mastoid are usually swollen. In early childhood the 
bulging of the drum is usually marked, but as a rule there is 
no thickening or redness, while the surrounding parts are 
usually not implicated. Spontaneous rupture of the drum is 
the rule in adults, while in children it is the exception, the 
short wide tube at this age allowing the exudation to dis- 
charge into the naso-pharynx. But even in children the 
lumen of the tube is sometimes entirely closed by the 
swollen mucous membrane. Besides the anatomical con- 
ditions there are certain physiological factors which have a 
modifying influence upon middle-ear inflammations in chil- 
dren. The power of resistance of the mucous membrane is 
reduced, along with a general reduction of the vital forces 
during illness of the child, and consequently reacts less 
violently than it would under ordinary conditions when 
infectious elements come in contact with it. 

It is not uncommon for the pus in the middle ear to be 
thick and tenacious so that drainage through the tube is not 
possible. It may even remain clogged in the middle ear 
after the drum has been perforated, allowing a rapid closure 
of the opening. Post-mortem examinations of such cases 
have shown pus so tenacious that it was not dislodged by 
holding it under the running hydrant. Having lately found 
pus of this character in an adult, who for some days had been 
in a moribund condition, the possibility has suggested itself 
that a weakened heart action has much to do with the thick 
tenacious character of the pus. 

In the treatment of children with otitis media we must 
adhere in a general way to the principles governing the 
treatment of the disease in adults. Internal medication 
should naturally be modified according to the age. The 
local use of heat and cold, although more troublesome to 
apply in children, acts as beneficially as in later life. In my 
hands the local use of iodine has been particularly well 
borne by children, and has been of benefit in the treatment. 
As in the adult, close attention should be given to the nasal 
passages during middle-ear inflammations, and obstructions 
to the free access of air removed if possible. An exploratory 
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incision into the drum, when in doubt whether the tym- 
panum contains pus, has been practised but is hardly justi- 
fiable. However, at the first symptom of the retention of 
pus paracentesis should be resorted to. When pus is dis- 
charging through an opening in the drum, the result of 
paracentesis or of spontaneous rupture, the opening should 
be kept from closing as long as acute symptoms are present. 
The tendency is for them to close rapidly. I have for years, 
instead of enlarging the opening with a knife, in such cases 
made use of a caustic,—especially in small children. After 
cocainizing the edges of the perforation with a 10-20% solu- 
tion of cocaine and subsequently drying the parts with a cot- 
ton probe I place a crystal of chromic acid directly into the 
opening. The crystal slowly dissolves and diffuses over 
the mucous membrane. When it has acted sufficiently long 
the superfluous acid is removed with a cotton probe. The 
application is perfectly painless and leaves a round, smooth 
opening which allows thick secretion to escape more readily 
than an incision and which heals slower than the latter. I 
have never seen a case in which it failed to close after the 
flow of pus ceased. However, on several occasions I have 
observed an unfavorable action on the pus in the tympanum 
follow the use of chromic acid, by causing a coagulation of 
the pus and a plugging up of the opening in the membrana 
tympani. About eight hours later symptoms of retention, 
such as pain, a sense of fulness, and a thumping noise in the 
ear, appeared. In every case the plug soon softened and 
passed and I have yet to see a case where the use of chromic 
acid has done permanent damage. Consequently I give it 
the preference over the other methods of preventing closure 
of the perforation in the drum. In cases of persistent 
otorrheea the syringe will have to be resorted to. In view 
of the fact that the danger of mastoid complication is not 
great in children and that the anatomical relations are such 
as to allow discharge of pus through the Eustachian tube, I 
believe that we are justified in using air pressure through 
the external ear to force the pus into the naso-pharynx, 
especially when the pus is tenacious. This treatment should 
be instituted immediately after paracentesis of the drum. 














340 A. Barth. 


Inflation from the naso-pharynx may also be practised. 
The use of gauze tampons in the ear canal, which of late has 
found some favor in the treatment of otorrhcea, is not, in my 
judgment, good treatment. I can see no indication for them 
for they in no way further drainage but, on the contrary, act 
as a plug and consequently retard the flow of pus. In chil- 
dren I leave the ear canal open, while adults are permitted 
to wear cotton in the ear, which is to be changed frequently. 

The influence exerted upon the general system in cases of 
otitis media is greater in children than in the grown. They 
often lose their appetite and have other digestive disturb- 
ances which, if the trouble lasts long enough, end in general 
marasmus and death. Symptoms of some other trouble to 
which the ear affection may be secondary often mask the 
symptoms of the middle-ear inflammation entirely; again 
the middle-ear trouble may run its course without affecting 
the general condition of the child. 

The extent to which the ultimate function of the ear 
suffers in middle-ear affections differs, but in no case is it 
possible to foresee the amount of disturbance done to the 
hearing. Unfortunately I have no record of the temperature 
in the acute cases, as the children were all treated in the 
out-door department, where the temperature could not be 
watched. In the chronic forms the temperature runs very 
much as it does in the adult—~. ¢., there is a very slight but 
irregular elevation of temperature, with an occasional sud- 
den rise and fall. A more pronounced rise or a persistent 
high range for several days would indicate some serious 
complication or a new infection. Irregular temperature, 
with daily elevation of one or two degrees, would look sus- 
picious of tuberculosis. 

From what has been said of the frequency of middle-ear 
inflammations in children and of the absence of symptoms 
in many instances, we can conceive of the rationale of a 
daily examination of the ears of all unwell infants, from the 
beginning of their trouble to the end of convalescence. In 
the absence of otorrhcea, there is no symptom by which in- 
flammation of the middle ear can be recognized with any 
degree of certainty, so that the children are often treated 
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for other infantile diseases when an inspection of the drum 
might have led to a diagnosis. 

Mastoid involvement does not in children necessarily in- 
dicate an operation, as the inflammation may subside spon- 
taneously. As evidence of such occurrence I will briefly 
cite two instructive cases from my practice. 


Case 1.—A child, one year old, had otorrhoea of several weeks’ 
standing, which had started with acute symptoms, From a small 
perforation in the upper and posterior segment of the drum there 
was a scanty discharge of a tenacious pus. The perforation 
showed a marked tendency to close, the surrounding membrane 
becoming injected and raised as it got smaller. Simultaneously 
with this narrowing of the perforation in the drum, the soft parts 
over the mastoid became swollen. Four times this occurred, and 
subsided immediately upon enlarging the opening in the drum, 
until it finally, after 2-3 months, closed permanently. 

Cask 2.—In a child, fifteen months old, a decided swelling was 
noted over the mastoid and extending slightly down the neck, 
after an otorrhoea of several days’ duration. The drum was ap- 
parently normal and, outside of a rise in temperature (102.2° F.), 
the general condition of the child was not affected. By the local 
use of iodine on the mastoid and the application of cold, the 


swelling subsided and in ten days the part was restored to normal. 


In the acute forms of middle-ear disease the mastoid is 
not often involved sufficiently to cause objective symptoms. 
The tympanum and mastoid cells are at this period not so 
well defined as in the adult, and can be looked upon as one 
large cavity. The trabeculi of bone at this age are in a state 
of immaturity, and show a tendency to break down in dis- 
ease of the parts and form one cavity, which fills with pus 
and granulation tissue. Even where such-a cavity has 
formed and filled with products of inflammation, and not- 
withstanding a thin cortex of bone, it is often impossible to 
notice changes over the mastoid. Where such extensive 
changes have taken place in children, involvement of the 
facial nerve is particularly common. 

The bottom of the external ear canal is nearly always 
narrowed in children with extensive changes in the middle 
ear and mastoid, and rarely granulation tissue extends into 
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it from one of its walls, under which loose pieces of necrosed 
bone can be felt with the probe. If the mastoid contains 
much pus it sometimes burrows down the neck. 

In the operative treatment of mastoid affections we have 
to differentiate between two kinds of cases, viz.: those in 
which the cortex of the mastoid has been broken through, 
and pus is found under the soft parts, or, possibly, discharges 
through a spontaneous perforation; and those in which the 
pus remains limited tothe bone. Pus invades the soft parts 
usually at a point where the infantile mastoid is situated. 
This is deep, and apparently in the upper part of the neck. 
It can in fact be compared to an abscess of the neck in 
adults. 

The pus, on the other hand, may leave the mastoid higher 
up behind the auricle. These are the more common cases, 
and the pus may burrow up under the soft parts, or the per- 
foration may be situated higher up at the upper edge of the 
temporal bone, and even destroy a portion of the squama. 

The operation for relieving mastoid disease is simplified, 
where a fistulous opening exists by following on a grooved 
director to the diseased area. As ossification is incomplete 
in infants, it is sometimes difficult, in making the mastoid 
incision, to tell when the knife has entered the mastoid, or 
how deep it has penetrated. This endangers the deeper and 
vital parts, especially if surrounded by septic material. I 
recall a case in which I cut through the comparatively soft 
mastoid into the dura, with the result that septic meningitis 
set in, resulting fatally. In the adult there is less danger 
of such accidents. 

The periosteum covering the mastoid is not as readily 
detached in infants as it is in adult life. It is firmly at- 
tached to the bone by connective tissue, so that it is almost 
impossible to remove it without the aid of some cutting in- 
strument. In infants the attachment of the sterno-cleido- 
mastoid muscle also spreads over the entire mastoid. 

After entering the bone the relation of the parts can best 
be studied by the aid of a probe introduced in the ear canal. 
It will be found that the floor of the pus cavity is frequently 
formed by the bony ear canal; where there is a fistulous 
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opening in the mastoid, the bridge of bone between it and 
the ear canal should be removed in order to leave a free 
opening into the middle ear. If it is not even possible 
to grasp the bone at this point, the cartilaginous ear canal 
will, as in cases without a fistula, have to serve as a guide to 
the opening. After reaching the tympanum, the cartilagi- 
nous wall is pushed aside, which exposes the drum and 
enables the operator to preserve that membrane if in a 
healthy condition. In removing the cortex of the mastoid 
and the bony covering of the tympanum, it is best to work 
back from the posterior edge of the porus acusticus ex- 
ternus. In the selection of the instrument for entering the 
mastoid in young children, I have given Hartmann’s concha- 
tome the preference. The tissue is at that time too fibrous 
for the chisel or curette to take hold, while with the concha- 
tome the cartilage can easily be entered. 

With it I remove all the cartilage which forms the outer 
wall of the cavities in the mastoid, taking the precaution to 
cut the tissue in a direction as near parallel with the surface 
as possible to avoid injuring the deeper parts. The danger 
of wounding the lateral sinus is greater at this age than 
in later life, owing to the uncertainty as to its location. I am 
on this account extremely cautious in removing granulation 
tissue with a curette in children. Fortunately it is not as 
essential to cleanse the cavities of this tissue as thoroughly 
as in the adult, as it more readily exfoliates if there is 
free drainage. After cleansing the cavity as thoroughly as 
it is deemed advisable, it is covered by the soft parts. The 
posterior wall of the membranous ear canal is split horizon- 
tally to the concha. It is then pressed into the cavity of the 
mastoid and held in place by means of a tampon. The 
wound behind the auricle is closed if in a healthy condition. 

By these more thorough operative measures than have 
been customary with most operators, we are able to bring 
about a more rapid cure of severe cases of otorrhoea and to 
preserve more of the function of the ear. Undoubtedly 
lives are also saved that with other treatment would have 
been lost. 








A CASE OF EPIDEMIC CEREBRO-SPINAL MENIN.- 
GITIS WITH BILATERAL OTITIS; TREPAN- 
NING OF BOTH MASTOIDS, AND EXPOSURE 
OF THE TRANSVERSE SINUS; RECOVERY. 


By Dr. STANISLAUS v. STEIN, Moscow. 


Translated and Abridged from Band xxxii., S. 258, 1898, by Dr. J. A. 
SPALDING, Portland, Me. 


Kolla, C., zt. five years and eleven months, had whooping-cough 
beginning in November, 1894, and lasting till March 17, 1895, 
when the first symptoms of a new disease began with epistaxis and 
fever. Between that date and the 29th of March he had a tem- 
perature varying from to1° to 102.5°, pulse from 110 to 130, 
delirium, bronchitis, otorrhoea on the right and then on the left 
side, constipation, loss of hearing, enlargement of the spleen, 
enlarged pupils, convulsions of the upper and lower extremities, 
general hyperzsthesia, and incontinence of urine. The otorrhcea 
stopped for a while in one ear and then returned so that finally, 
on April 3d, I was consulted to see if there were any connections 
between the ears and the other symptoms. . 

I found double otorrhoea, discharge moderate but thick, perfor- 
ations in lower anterior quadrants of both A/, and slight nasal 
catarrh. The diagnosis was rendered difficult by the rigidity of 
the neck. Temperature fell as low as 99.8°. The ophthalmos- 
cope revealed anzmia of the fundus of both eyes, cedema of optic 
papilla, but no choked disc nor choroidal tubercles. As the tem- 
perature had fallen to 99.4°, considering the loss of strength, the 
possibility of a collection of exudate in the calvarium, and the 
peculiarity of the symptoms, it was decided to open the mastoids. 

The right mastoid was found to contain much stringy mucus 
and pus, whereupon I opened down on to the transverse sinus with 
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the result of letting off more stringy exudate. A syringe passed 
into the sinus failed to find pus or thrombus, whereupon the field 
of operation was closed. 

The left mastoid, antrum, and sinus, were similarly operated, 
directly after the right, and found in about the same state. 

April 7th.—Temp. 100.8° in the morning, and ror° at night. 
The child tries to reach for the bandages constantly, groans dur- 
ing the change of dressing, closes the eyes better, but the spasm 
in the neck and condition of the sensorium are as before. 

Between the last date and April 11th, the child improved, the 
tossing of the head was less, the pupils reacted to light and shade, 
the lips made swallowing movements, but the total loss of con- 
sciousness and spasm of the neck muscles still persisted. Incon- 
tinence of urine, no vomiting, but the constant attempts to pull 
away the bandage compelled us to tie the child’s arms. 

Up to April rgth, there was not much change except slight per- 
spiration at times, epistaxis once, more consciousness, in that the 
left arm reaches for the left ear and the right arm for the right 
ear during the change of dressings. Syringing of the aperture 
evacuated some pus. Temp. 99.4°. On giving him some bitter 
powder he spits it out, a sign that the sense of taste is returning. 

April 23¢.—He moves his eyes and fixes objects. 

April 27th.—He hears loud tones, holds out his hands, points 
with his fingers, recognizes his mother for the first time, but can- 
not repeat any words spoken to him. 

By the 2d of May, he could remember things occurring before 
his illness, but had a bad night with some delirium which, how- 
ever, lasted but briefly, so that on the next day he was much 
better again and continued to improve. 

From this time on the child’s condition constantly improved, 
the wounds in the mastoid healed completely, the hearing in- 
creased to 12 m for whisper, and the perception for tones through- 
out the entire scale seemed normal. 

Microscopic examination of the discharge at various dates 
revealed the diplococcus intracellularis Weichselbaumi. 







































The probability of this being a case of epidemic cerebro- 
spinal meningitis is enhanced by the fact that this child’s 
brother, four years old, was attacked with typical symp- 
toms of meningitis on the 16th of April, and died on the 
21st. The ears of the latter patient seemed healthy. The 
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temperature varied from 99.4° to 103°. The parents re- 
gretted that this child could not also have been operated 
upon. Possibly in the future the mortality of such cases, 
which yield to no other treatment, may be materially reduced 
by early opening of the cerebral cavity. Perhaps, addition- 
ally, bilateral opening of the mastoids in typical cerebro- 
spinal meningitis will act as thoroughly as opening of the 
abdominal cavity in tuberculosis. 

The case here offered is interesting to the neuro-path- 
ologist in the gradual restoration of the function of the 
various portions of the brain. First we observe return of 
the sensation of pain, then of the motility of the upper and 
lower extremities, then of the movements of the lips (as in 
sucking), mimic motions of the facial muscles and of the 
eyes, and finally of the taste, hearing, comprehension of 
words without the capacity to repeat them, and last of all 
disappearance of the rigidity of the neck. 

















ON THE THYROID TREATMENT OF CHRONIC 
DEAFNESS. 


By Dr. ALFRED BRUCK, Bertin. 


Translated and Abridged from Band xxxii., S. 72, 1898, by Dr. J. A. 
SPALDING, Portland, Me. 


treatment of other diseases to certain forms of 
deafness included under the vague term of dry chronic mid- 
dle-ear catarrh, or the still more vague one of middle-ear 
sclerosis. 

Scarcely any other disease of mankind has remained so 
obscure as the so-called sclerosis of the middle ear, and al- 
though the pathogeny of some types has been somewhat 
elucidated (anchylosis of the plate of the stapes: Politzer), 
yet we have mostly gone no farther than mere hypotheses. 

Nor have we been more successful so far as the treatment 
is concerned, for in lack of a cure there has always been a 
constant search for new methods and new remedies, so much 
so that we must still feel skeptical of doing the patient any 
good, nor can we congratulate ourselves on having found a 
final cure. 

Most of the usual tests for hearing are still imperfect. 
Vulpius,’ for instance, says that none are of unconditional 
value for diagnosis (I would like to add for prognosis also) 
of the various types of ear disease beginning with progressive 
loss of hearing. Especially unfavorable is the outlook in the 
adhesive or sclerotic processes. 


' Vulpius, ‘‘ Ueber Behandlungsmethoden bei adhzsiven Mittelohrprocessen,”’ 
A. f. Ohrenhlkde., Band xlv., Heft 1, 1896. 
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M ANY attempts have been made to extend the thyroid 
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Vulpius has lately recommended the thyroid treatment 
in adhesive affections of the middle ear. He expresses him- 
self hopefully, and looks for favorable results in the treat- 
ment of cases which hitherto have been thankless. He was 
led to employ this method because he had read in the clini- 
cal reports of deaf myxcedematous patients treated with 
thyroids, that the hearing had improved during the constitu- 
tional treatment and without any local application. Ewald ' 
thinks that about one half of his cases of myxcedema are 
deaf from “chronic catarrh of the membrana tympani,” 
whilst Vulpius attributes the deafness to chronic hyperplastic 
catarrh of the middle ear. 

Basing his theory on these cases reported by Ewald, Vul- 
pius employed thyroids in every case of deafness and ob- 
tained, especially in younger people, surprising and promising 
results in those cases characterized with opacity, thickening, 
rigidity, or induration of the 4/7, and diminished mobility 
of the ossicles. He claims to have obtained in cases that 
had resisted every other means of treatment astonishing im- 
provement of the hearing. The thyroid treatment was 
repeated from time to time to preserve the hearing. He 
gave one dose daily of 0.30 gram of Merck’s or Leichten- 
stern’s tablets, to children half that dose, and carried it on 
for four weeks with occasional rest fora day ortwo. If no 
improvement ensued in ten days he suspended the tablets 
entirely. 

Vulpius refers the benefit to rapid and energetic resorp- 
tion of cedematous fatty tissues, and says: ‘Since the hy- 
perplasia of connective tissue with consecutive shrivelling and 
eventual calcification or ossification is in most cases of adhe- 
sive middle-ear disease introduced with the formation of 
easily absorbable proliferation tissue, we may take it for 
granted that in the latter the effect of the thyroids begins.” 
Such a view would also explain why in the initial stages the 
remedy acts to the greatest advantage, and, conversely, why 
it is less efficacious the more the neoplastic tissue has con- 
solidated and become less amenable to absorption. 





1 Ewald, Die Erkrankungen der Schilddruese, Myxoedem, etc., Wien, 1896, 
Pp. 157- 
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I need not go farther into theories, but will suggest that 
the diagnosis of such thickening and adhesion is difficult, 
and that consequently the proper indications for the thyroid 
treatment are difficult to establish. 

Incited by Vulpius’s paper, further investigations were 
begun at Politzer’s clinique by Briihl, and at Gruber’s by 
Alt. Briihl treated 21 very deaf patients, aged between 
twenty and forty, with the thyroid tablets and nothing else. 
He’ found, out of 16 who were treated a long time, 8 with 
not the slightest improvement in hearing, 2 left improved 
before the permanency was assured, 4 showed a satisfactory 
improvement after several weeks, and 2 were greatly im- 
proved, 1 showing an increase for the voice from $M to 7 
M. Briihl gave one tablet of 0.30 gram daily for a week, 
and in the second week two or even three daily. After 
four weeks he stopped, and in three days began again as 
at first. Neither he nor Vulpius observed thyroidismus. 
Briihl’s views are not so highly colored as those of Vulpius. 
He attributes the benefit to the iodine in the thyroids or to 
some functional connection of the thyroid gland with the 
ears, and he urges the new method in those cases in which 
we are well assured that the alterations are susceptible of 
absorption. 

Alt * obtained very good results in patients for whom all 
other methods had been of no avail. He thinks well of the 
thyroids, and recommends them also in the residua of 
chronic suppuration, with cicatricial alterations in the mu- 
cosa of the tympanum, rigidity of the ossicles, fixation of 
the stapes plate, and obliteration of the round window. 

Politzer thinks that we should not be too sanguine about 
the thyroid treatment, but postpone a definite judgment 
until time has shown its real value. 

Although one has a right to be distrustful of any help to 
be obtained by new methods in chronic deafness, yet the 
few favorable results so far published led me to try it with 
much perseverance, for I can now refer to forty patients with 





' Brihl, ‘‘ Ueber Thyroidbehandlung bei adhesiven Mittelohrprocessen,”’ 
Monatsschr. f. Ohrenhtk., 1897, No. 1. 
2 Alt, Monatssch. f. Ohrenhilkde., 1896, Band xii. 
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whom I have followed Vulpius’s suggestions with but few 
modifications. The number would have been larger had I 
not selected my cases carefully, all between eighteen and 
forty-eight years, and all of whom had been treated by well- 
known methods,—pressure-probe, injections of chloral hy- 
drate, and sodium bicarbonate into the middle ear, to say 
nothing of air-bag and catheter,—but all in vain. Then the 
thyroid tablets of Wellcome and Burroughs, as well as those 
of Merck, were used. In two cases both kinds were em- 
ployed, one after the other. The dose was at first 0.10 
gram, three times daily, occasionally two tablets each of 
0.10, twice daily. One patient took three tablets of 0.10 in 
one day, but soon exhibited well-known symptoms of thy- 
roidism, with palpitation of heart, sense of fear, faintness, 
and lassitude. In two other patients one dose of 0.30 pro- 
duced the same manifestations. Finally, in one patient, a 
nervous, sensitive, and corpulent woman, thyroidism was so 
marked that nothing could be done after one or two doses. 

These instances prove that the treatment is not so free 
from danger as Vulpius would have us believe, although 
even in face of the occasional thyroidism, one might reason- 
ably persist with it, were any reasonable degree of success 
to be expected. But such in my opinion is not to be ex- 
pected, contrary as it may be to that expressed by others, 
and so little encouraging as to prevent others from proceed- 
ing with their experiments. Personally I must say that 
from the employment of thyroids, no matter for how long a 
time, I have not yet seen a single case of positive improve- 
ment in the hearing. 

Among my cases were some of adhesive processes, some 
with slight anchylosis of the ossicles, and some with the 
residua of middle-ear suppuration. I believe the slight im- 
provement in hearing occasionally noted depends on erro- 
neous observations. Slight variations in hearing, unless 
permanent, prove nothing at all. They may depend on 
changes in the atmosphere, on the intensity of the subjec- 
tive sensations of sound, and on the attention and intelli- 
gence of the patient. It is suggestive in this respect that 
the slight improvement noted was observed only in the 
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intelligent, the better mental development leading probably 
to self-deception. Thus, in testing with the voice, we habitu- 
ally use certain numbers and words, for the sake of sim- 
plicity, and this very simplicity leads to guesswork, and so 
the patients think that they hear better than before. But if 
then we use words that they have not heard before, the 
improvement is shown to be due to self-deception. 

Errors of this sort may be avoided by following Jacob- 
son's suggestion, and using two numbers or words directly 
after the other as 32 or 68, or Friedrich and Bismarck. 
Then we note the distance at which the first word was cor- 
rectly repeated by the patient. Now if at a later test the 
same word is heard farther than before, we put that distance 
aside, and test with the second word, when if the distance is 
equal to what it was at first for the first word we grant as 
good hearing as before and test again for some improve- 
ment. When the percentage of gain is great, all doubt is 
excluded as a matter of course, although repeated tests may 
be undertaken for verification. When the increase is slight 
it is more likely to be due to sources of error. For all these 
reasons we should often test with the watch, in addition to 
the voice, and with Politzer’s audiometer, or, better still, 
with a stop-watch, so as to test when the watch stops or 
goes ahead. 

After this digression let me return to my theme, and say 
again that, in spite of the fact that all possible sources of 
error were excluded, I failed to obtain any results which 
could influence my unfavorable opinion regarding the thy- 
roid treatment in chronic deafness. My material may not 
have been large enough, and there may have been too many 
patients with alterations beyond absorption. But it is, after 
all, curious enough that, in a list of cases larger than those 
of Briihl or Alt, I failed to find even one instance of well- 
marked improvement in hearing. Therefore, I close by 
saying that, according to my experience, the treatment by thy- 
roid extract of chronic deafness, no matter how it originated, 
ts useless in every case in which all other methods have equally 
Jailed. 

SUPPLEMENT.—After finishing a proof-correction of my 
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former paper, I saw one by Eitelberg,’ reporting his results 
by this method. In 8 cases observed for a sufficient length 
of time, he saw improvement in 3, one of these being a man 
over fifty, though not until some time after treatment had 
ceased. The tinnitus in these three cases was also improved. 
Eitelberg does not expect a great deal from the new method, 
but urges further investigations. It should be noticed that 
Eitelberg kept on with the old methods (catheter, etc.) 
whilst employing the thyroids. I think that in order to 
obtain an impartial opinion of the value of the new method 
it must be employed alone. But, as some cases of ater im- 
provement have been here shown, I intend, for the lack of 
anything better, to go farther along with my thyroid inves- 
tigations, though I must confess not with great hope. 


Nore By TRANSLATOR.—From my small experience with the 
thyroid treatment, I should be inclined to recommend it in the 
early stages of those cases which are likely to eventuate in the so- 
called chronic catarrh of the middle ear. Especially have I 
found it of some value in cases with one ear affected considerably 
and the other but little. It seems to act as a preventive. I 
may add passim that the supra-renal extract, so much extolled as a 
local astringent for nose, ear, throat, and eye diseases, is improving 
some cases of tinnitus at present under my care. 





1“ Zur Behandlung der Mittelohrsclerose mit Thyroidintabletten,” Arch. 
J. Ohrenhilkde., 1897, Band xlvii., Heft 1. 





TINNITUS AURIUM. 


By Dr. RUDOLF PANSE, DRESDEN. 


Abridged Translation by Dr. JuLtus WoLFF, New York. 


(From vol, xxxtti.,Germ, Ed., p. 244, 1896.) 


HE following reflections upon tinnitus aurium are 
fi intended to serve as a supplement to my publica- 
tion concerning Hardness of Hearing Caused by Rigidity of 
the Lympanic Fenestre,' and also as a basis for further in- 
vestigations of the subject. 

I have examined the cases that have come under my 
observation in a uniform way and have extensively searched 
the literature on the subject. 


NOISES IN THE EARS OF HEALTHY PERSONS. 


Hensen in his treatise upon the Phystology of Hearing 
distinguishes two groups of noises: 

1. Low, dull ones, which preferably arise in the middle 
ear, like the resonance sound C (according to Helmholtz) of 
the ear drum after closure of the ear, or the muscle sound 
of yawning, or the vascular sounds heard during absolute 
quiet. 

2. High, ringing ones, which arise from conduction into 
the labyrinth through the stapes, the fenestra rotunda, or 
the labyrinth watch. 

Preyer and Brunner say: (1) the muscle sound does not 
go above A!! = 27 vibrations; (2) it is fluttering and less 
uniform than the one arising from the blood-current. 





' Gustav Fischer, Jena. 
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According to Schwartze the noise caused by pressing the 
jaws together must be interpreted as a muscle sound. 

Lucae noticed after arduous work, especially at night, 
that he heard a high, faint ringing (f*) on the left side, and 
attributes it to the positive labyrinth pressure. 

In agreement with Lucae, Schwartze writes: Noises in 
the ears of healthy persons may follow disturbances in cir- 
culation, violent emotions, mental over exertion, and long 
continued, monotonous impressions of sound.  Further- 
more, continuous noises may occur during a lifetime in per- 
sons of normal hearing, due probably to anomalies in the 
course of vessels. 

Hyrtl describes rare cases in which the stylo-mastoid 
artery runs between the branches of the stapes, whereby 
noises can also be caused. 

I myself have on two occasions been able to test with 
tuning-forks ringing noises in my ears, arising without pro- 
vocation, and found once c’, once g’. 

According to Gottstein, Lucae was the first to emphasize 
the fact that during strong contraction of any group of 
facial muscles, especially of the orbicularis palpebrarum, the 
stapedius may also be stimulated to contraction, which is 
manifested, subjectively by a sensation of hearing, objectively 
by an outward movement of the ear drum. 

Hitzig, and after him Bernhard and Berger, found that in 
cases of facial paralysis the attempt to contract the com- 
pletely paralyzed muscles causes a low buzzing in the ear 
through the contraction of the stapedius. Samuel Sexton 
mentions, besides the well-known causes, friction of the 
joint-surfaces of the ossicles. 

Kiesselbach states that entotic ringing occurs in a normal 
ear from galvanic stimulation of the auditory nerve; also at 
the end of the act of yawning in normal ears as well as 
those affected with catarrhal deafness. The latter he con- 
siders to be a result of an irritation of the end apparatus of 
the auditory nerve by a contraction of the tensor tympani. 
Kiesselbach thinks that the sound accompanying ringing 
in the ears or irritation with the galvanic current originates 
from the sounds of the blood-current, which normally we do 
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not hear, as we have become accustomed to the constant 
stimulus. They reach our consciousness, however, as soon 
as the objective noise becomes stronger or changed in 
some way, or when the irritability of the auditory nerve 
is increased. The sounds themselves come from the re- 
sonance spaces of the middle ear. 

Even if there is a considerable discrepancy in the opinions 
of other authors concerning the mode of origin, the well-es- 
tablished facts seem to be in harmony with Hensen’s con- 
ception, ‘‘ Low notes are produced in the middle ear, high 
ones principally in the inner ear.” 


PATHOLOGICAL NOISES IN THE EARS, IN GENERAL AND 
CLASSIFIED. 


The earlier writers distinguish among the noises in the 
ears, susurrus, sibilus, bombus, tinnitus. 

Itard distinguishes between true and false noises in the 
ears. The former arise from actually existing sounds; the 
latter follow explosions or long-continued noises, or accom- 
pany hypochondriasis, hysteria, cachexia, wakefulness at 


night, etc., and may lead to hallucinations. Itard believes 
that with compression of both carotids the buzzing generally 
ceases. As an historical example he states, J. J. Rousseau 
for thirty years had arterial hammering in his ears. 

v. Gaal believes that venous noises are buzzing in quality, 
those of arterial congestion more ringing. 

Wilde compares tinnitus with the mouches volantes in 
the eyes. As one of the causes of the noises he designates 
the “ non-vibratility ’’ of the ear drum. 

Kramer assumes the seat of noises without hardness of 
hearing to be in the chorda tympani, and treats them with 
strychnine per tubam. 

Politzer describes noises due to (1) plugs of cerumen or 
abnormal pressure upon the ear drum or its adnexa; (2) 
furuncles occluding the meatus, coincident hyperemia in 
the tympanum and labyrinth, reflex irritation of the audi- 
tory nerve; (3) eczema, and also swelling of the mucous 
membrane of the tube and tympanum. 
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According to Politzer, noises are present in more than 
two thirds of all cases of disease of the middle ear, much 
more rarely, however, in purulent catarrh with perforation 
than in simple catarrh without perforation. The causes are: 
increased intra-auricular pressure, hyperemia of the mucous 
membrane and secondary changes in the labyrinth, perman- 
ent hyperemia, widening of blood-vessels, chronic exuda- 
tion, formation of calcareous salts and pigment. | 

Politzer mentions as causes for noises in the labyrinth: 
hemorrhages, contusion of the nerve-endings, calcareous 
deposits, varicose dilatation of the vessels in the nerve 
trunk, colloid degeneration of the auditory nerve, new 
growths in the cochlea and auditory nerve. 

Tréltsch distinguishes between two kinds of subjective 
auditory sensations: 

(1) those due to irritative conditions of the auditory nerve 
in chronic, especially mechanical, hyperemia of the con- 
tents of the skull, in intoxications, quinine, salicylates, alco- 
hol, in anemia, chlorosis, valvular lesions, nervousness. 

(2) real ones, arising in the head, usually of vascular origin, 
constant in acute inflammations of the tympanic mem- 
brane and cavity and increased pressure in labyrinth. He 
emphasizes that “All noises actually arising in or near 
the ear must necessarily act more strongly on the auditory 
nerve, if the natural outward sound conduction from the 
organ of hearing is in any way diminished.” 

Buzzing in the ears without impairment of hearing, “ which 
may occur with any severe cold in the head,” is attributed 
by Tréltsch to hyperzmia of the tubes. 

The blood-vessel sounds arise (according to Nolet-Leyden) 
from eddies in the current, especially at points where the 
blood flows from a narrower into a wider portion of the 
tube ; as, for example, from the sinus into the jugular vein. 

Blood-vessel sounds which are pulsating and hammering 
in quality come from the internal carotid or the small ar- 
teries in and near the temporal bone. 

The blood-sound is heard: (a) by increasing the reso- 
nance of the ear through closure of the air-column in the 
outer or middle ear, or the accumulation of fluid there; 
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(6) intensification of the blood-sounds through increased 
cardiac activity or local disturbances in circulation; (c) 
hyperesthesia of the auditory nerve or the nervous central 


organs. 

George P. Field': The pressure in the labyrinth is in- 
creased in Bright's disease, arthritic hemicrania, in cardiac 
affections, after quinine, salicylates, amyl nitrite, blood-let- 
ting. It is decreased in anzmia, especially when acute, and 
in chlorosis. Both increase and diminution of pressure may 
cause buzzing in the ears. 

Ladreit de Lacharritre divides the noises into: (1) those 
which are characteristic of occlusion of the air-passages, 
the external meatus, and the tube; (2) those due to pres- 
sure on the labyrinth through the middle-ear organs; (3) 
those of labyrinthine origin from diseases of the inner ear ; 
(4) those in the neighboring parts of the ear—pseudo-sub- 
jective noises. 

Lennox-Browne believes that bilateral tinnitus signifies a 
constitutional, the unilateral a local, cause. 

Douglas Hamming adopts: (1) occasional noises from 
tobacco smoking, chronic aural catarrh with inadequate 
contraction of the inner muscles; (2) buzzing ones from 
cerumen and foreign bodies in the outer ear; (3) bubbling 
ones from fluid in the tympanum; (4) continuous rustling 
from venous congestion of the labyrinth; (5) pulsating 
noises (a) from causes outside of the ear (aneurisms, ane- 
mia), (4) from arterial engorgement of the labyrinth. 

Hartmann distinguishes: (1) ringing (seething, singing, 
chirping), not infrequently occurring spontaneously, charac- 
terized by a constant note (after Hagen, a‘); (2) buzzing 
(rushing, rumbling), with a lower quality. Some cases are 
nervous, accompanying brain tumors, labyrinth affections, 
with or without middle-ear trouble. A large part arises 
from the blood-current or muscular activity. Most fre- 
quently these noises are heard under conditions favorable 
to resonance in the ear, cerumen, polypi, secretions. Also 
in intensified sounds and hyperesthesia of the auditory 
nerve. Hearing of melodies, human voices, etc., he attrib- 
utes to cortical irritation. 


' Medical Times and Gazette, 1878, June 8th. 
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Politzer alleges that unilateral noises sometimes are not 
noticeable until the better-hearing, or normal ear, is closed. 

As regards the frequency of occurrence, tinnitus was found 
by Kramer in 70 per cent.; Eitelberg in 61 per cent.; Turn- 
bull in 52 per cent. of all ear cases. 

Politzer assumes subjective noises in two thirds of all 
ear patients, and considers the continuous ones the more 
unfavorable. 

Concerning the varied course, Politzer writes: (1) first tin- 
nitus, after months or years of difficulty in hearing; (2) more 
rarely the reverse; (3) both together, ¢. g., in acutely begin- 
ning tympanic affections; (4) tinnitus and hardness of hear- 
ing increase uniformly; (5) just as frequently, the harder 
of hearing the less the tinnitus, which ceases with deafness ; 
(6) rarely the noises increase even after deafness. 

In regard to prognosis Kayser arrives at the general con- 
clusion that continuous, double-sided, high-pitched noises, 
extending into the head, give an unfavorable prognosis, both 
in respect to the chance for cure and to the future servicea- 
bility of the organ of hearing. 


Treatment. 


Wilde and Gruber prescribe tincture of arnica, fifteen 
drops three times daily, increasing to thirty drops. Disad- 
vantageous where there is congestion (Schwartze). Tepid 
baths, 25°-27° C., act sedatively where there is general ner- 
vous erethismus. The efficacy of muriate of ammonia in 
nervous tinnitus is corroborated by Kirk Dunkanson. 

James Hinton, Hagen, found strychnine to have no effect. 

Woakes and Hamming: hydrobromic acid three times 
daily, fifteen to twenty drops in sugar water. 

Politzer employs the air-douche for noises accompanying 
middle-ear affections. Internally narcotics. During the in- 
crease, vesicants over mastoid ; in syphilis, potassium iodide. 
According to Politzer-Tiirk, pressure on the mastoid dimin- 
ishes the noises. Weil quieted noises with blowing at the 
ear, others he increased thereby, and still others were un- 
affected. The effect, he believes, is due to a sympathetic 
reflex, as, at the same time, the pupils dilate. 
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Since almost all former classifications of tinnitus aurium 
are based upon varying or contradictory assumptions as re- 
gards their origin, it became a matter of interest to me to 
discover, if possible, by means of most minute and uniform 
examinations of patients, some differential points based on 
the seat and cause of the noises. I have examined all 
patients suffering from noises in the ears from the following 
points of view. I noted down the age and sex of the 
patients, then the appearance of the tympanic membrane 
before and after inflation; furthermore, whether the tube 
was or was not patent, the tympanic cavity free from patho- 
logical contents. For the more exact consideration of the 
noise, I first noted the side affected, or its bilateral nature, 
whether it was uniform or pulsating in character, whether 
projected into the ear or outwards, whether notes or definite 
noises were heard. To determine approximately the pitch 
of the rumbling, hammering, blowing, or whistling sound 
also seemed to me to be of value. Furthermore, I inquired 
into the intensifying or allaying effects of exercise, use of 
alcohol, etc. Whether closure of the meatus strengthened 
or weakened the noise, whether it was perceptible to the 
examiner, whether inflation caused it to cease, finally, 
whether occlusion of the vessels in the neck had this effect, 
—all these were points for investigation. The examination 
was concluded by an accurate test of the acuity of hearing. 

The most practical subdivision seems to me to be, just as 
with all other diseases of the ear, that based on the origin in 
the various parts of the organ of hearing, the outer, middle, 
inner ear, and the brain portion of the auditory nerve. 

There remains, to be sure, a group of noises without in- 
terference with hearing, whose point of origin we often 
cannot even surmise, but which allow us to suspect their 
dependence upon the circulatory system. I shall discuss 
these separately. 

Conduction-Sounds. 

Since Bezold’s important publications, we are in most 
cases of impairment of hearing able to locate the trouble 
by the functional examination. Just as sounds which in the 
open air, or even in a partially closed space, disappear 
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altogether may become audible or louder in an enclosed 
space, so noises which have been constantly present may 
become noticeable only when the external meatus is closed 
up or the chain of ossicles becomes rigid. We have here 
conditions similar to those present in the tests of Weber, 
Rinné, and Schwabach. Through some obstacle or other in 
the outward conduction of sound, the perception of sounds 
transmitted by the bones (and such are usually the ones 
present in the skull) is intensified. 

The lower notes which require the conducting chain to 
transmit them to the inner ear are, when transmitted 
through bone, much more intensified by interference with 
the action of this chain than are the high notes, for the 
perception of which sound conduction by means of the 
ossicles is not necessary. From my investigations I am 
inclined to believe that of the noises originating in the 
head, only those up to c‘ are intensified through impeded 
outward sound conduction. 

As types of pure interference with sound conduction, we 
may, according to Bezold, look upon the sequelz of middle- 
ear suppuration. But, as is well known, these very cases so 
rarely are complicated by noises in the ears that I have not 
seen a single instance. I must, therefore, take the cases of 
chronic catarrh and typical sclerosis as my pure cases. 

Among my eleven cases of this kind, only one, which for 
certain reasons was superficially examined and whose hear- 
ing was not improved by catheterization, had a sound in the 
third octave, all others ranging from c (128) toc’ (256), rarely 
C (64 vibrations). 

As impure cases of impediment to sound conduction I 
have adopted those of acute middle-ear suppuration, as 
I assume that in them there is at the same time not in- 
frequently participation of the inner ear in the process. In 
three of them I found noises with the pitch c’, c’, and c’. 

In like manner cases of occluding cerumen or otitis ex- 
terna, often strangely accompanied by loss of hearing for 
high notes, must remind us of “reflex” high notes; one 
case with sound c° besides c’. 

A positive proof of the statement that sounds of the c 
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(128) octave are caused by hindrance in sound conduction is 
given by the beneficial effect of inflation with air. If, after 
the same, the noise disappears for a time, an obstacle to 
sound conduction, now removed, was the cause of the noise. 
It seemed to me, however, from my observations that even 
labyrinth noises may disappear after inflation for a very short 
time, a few seconds—of which more will be said below. 

Among 6 acute cases in which inflation was performed 
the tinnitus disappeared in 1 and improved in 3. In the 
ist case the buzzing of about 128 vibrations disappeared, but 
the beating remained as evidence of the arterial hyperemia. 
The 3 improvements included 2 sounds of about 64 vi- 
brations and I corresponding to about c’; on the other 
hand, 2 noises that were unimproved corresponded to c’. 
In 14 cases of chronic catarrh 11 showed an effect after 
inflation. In 8 of these, all of which were between 64 and 
256 vibrations, the noises ceased after inflation, in 3 it re- 
mained ; of the latter 2 were pulsating in character. 

A very interesting statement was made by one patient, who 
said that the note 128 remained away for a considerable 
time, while the note between c’ and c* very soon became 
audible again. In one case, after several weeks of treatment, 
the low note disappeared, and a note, c’, which hitherto had 
rarely been heard, now appeared and did not disappear until 
after protracted administration of iron. 

If we assume that impeded sound conduction is the cause 
of the noise, then the latter must be intensified if the im- 
pediment is increased. But not in all cases. For, in the 
first place, just that particular degree of tension in the con- 
ducting apparatus may be most favorable to the consonance 
of the blood-sound which has been established by the patho- 
logical process; in the second place, we often cannot by 
simply pressing the ear canal shut produce greater tension 
in the chain—for instance, in case of a rigid drum and ham- 
mer; in the third place, too great an increase of pressure 
might firmly fix both fenestrz and thus suppress all sensa- 
tion of sound. 

Intensification took place in a case of otitis media (note c 
128), an acute catarrh of tube (g*), in 3 chronic catarrhs 
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(128-256), and 3 scleroses (16, 128, c’), in 3 cases with’ nor- 
mal hearing (c° and c’), I aneurism (?), and I case of nervous- 
ness. Strong pressure diminished the noises in 8 cases (g°, 
3 times c 128, twice c 64, and once C 32), intensified in 4 cases 
(128-256), and caused a roaring sound in I case where only 
a high note, c’, existed before. 

These tests also show that the low notes up to 256 are 
chiefly the ones of middle-ear origin and due to defects 
in conduction, but the results are less certain than compari- 
sons with the functional examination and inflation. 

The other questions relating to the nature of the conduc- 
tion-noises may be treated more briefly.. Seventeen times it 
was completely or mainly unilateral; 4 times bilateral or 
changing from side to side. Uniform noises were present in 
15 of these 20 cases, pulsating ones 4 times, and once an 
occasionally pulsating noise. The pure conduction-noise 
may, therefore, as a rule, be considered a venous sound. 

Rest in bed caused increased perception of the noises in 3 
acute cases (c 128), 1 with g’, in g chronic cases (3 times 128, 
3 times 64, once 64 with occasional c‘, once 32 with occa- 
sional c*), sometimes enough to prevent sleep. Inasmuch 
as all inner noises can be drowned by loud surroundings 
I do not believe that investigations in this direction would 
give us any clue as to the origin of the noises. 

Alcohol and exertion increased the tinnitus (64 to 256 
vibrations) in six cases. Certain melodies were heard by 
only one woman with a nervous as well as syphilitic taint. 
After all other remedies had been exhausted I tried in vain 
to remove the stapes. Even if all of the sound-conducting 
apparatus with the exception of the plate of the stapes has 
been removed, I still do not think it impossible that the 
source of her noise (c’) is located in the fenestra. The as- 
sumption of Wilde, Urbantschitsch, Hartmann, Brunner, 
Kayser, that when whole melodies are heard, the seat of the 
lesion is central, is indeed very plausible, but in tainted 
subjects entirely extraneous causes may be interpreted as 
being of a higher order and may produce actual illusions, as 
is shown by the investigations of Képpe-Schwartze. 

Schwartze, for instance, treated a woman with an hereditary 
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psychical taint locally for tinnitus with success. With this 
the hallucinations also vanished, and she was saved from‘a 
threatened outbreak of insanity. 

Most patients projected the noises so well known to them 
inwards, but I know from my own experience that even: 
after a long duration passing deceptions may occur if very 
similar noises arise outside. 

The comparisons usually made in cases of defective con- 
duction are with the roaring of trains, waterfalls, hydrants, 
ocean, etc. When the pitch of the sounds has not been ex- 
amined, and the above comparisons are made, we may 
assume the sounds to have from 16 to 256 vibrations. 

The examiner could never perceive the conduction-noises. 


Reflex Sounds. 


The link between tinnitus accompanying middle-ear affec- 
tions and that of labyrinth troubles are those noises which 
I, following former authors, shall designate as reflex sounds 
or noises. The reflex may act either upon the nerves of the 
internal muscles, those of the vessels, or upon the auditory 
nerve directly. The nature of the noise will vary accord- 
ingly. 

If the chain of ossicles is fixed by reflex spasm of the 
muscles, conduction-sounds of low pitch will arise; if 
arterial hyperemia is produced, pulsating sounds will arise ; 
if the auditory nerve is stimulated, those high notes, to be 
discussed later, will be caused which have their origin in the 
inner ear and the nerve. 

The whole group of reflex sounds, therefore, is character- 
ized by the fact that they are not accompanied by impaired 
hearing, whereas tinnitus of middle-ear or nerve origin will 
sooner or later show some impairment of hearing. 

According to Brunner reflex ringing occurs with closing 
of the eye, shaking of the head, stroking or pressing upon 
both tragi (Zaufal). 

Schwartze mentions reflex tinnitus through the trigeminal 
in toothache, especially of the posterior molars. 

Reflex tinnitus was noticed by Tréltsch in combination 
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with blepharospasm due to a cramp in the orbicularis and 
stapedius which are supplied by the facial. A similar case 
in an hysterical subject is described by Wreden. Jacobson 
describes an objectively noticeable spasm of the tensor tym- 
pani when the eyes were firmly closed. The same author 
thinks tinnitus may occur as a reflex from the stomach 
during severe hunger or dyspepsia. 

Schwartze observed a case of typhoid in which the buzz- 
ing was cured with purgatives, and once tinnitus accom- 
panying a cardiac lesion. 

Gottstein observed a patient with attacks of blepharospasm 
which were regularly preceded by noises in both ears. These 
ceased as soon as pressure was made with the finger upon a 
certain point on the mastoid process. 

The pitch of reflex sounds is varied. After the tests 
of the noises in pure diseases of sound conduction on the 
one hand and pure nervous affections on the other, I am 
inclined to attribute here also a muscular origin to the low 
notes and an origin from the inner ear to the high ones. 


Tinnitus Due to A ffections of the Inner Ear and the Nerve. 


In 1853 Heinrich With divided the subjective noises into 
reflex sounds and such as are produced by changes in the 
substance of the auditory nerve itself. The causes for the 
latter he finds in chemical changes in the composition of 
the blood, ¢. g., in typhoid, cholera, chlorosis, etc., and in 
physical pressure from overdistended vessels, extravasations, 
or other pathological products. 

Moos thinks of the possibility of mechanical irritation of 
the nerve by calcareous deposits. 

Brunner considers the noises in the ear, just like light- 
perception from pressure on the eyeball, to be mechanically 
produced, and not to represent an irritation of the end 
organs of the auditory nerve in the labyrinth. With elec- 
trical stimulation, Brenner found c’ and g’, Brunner, c’, 
Hagen, a‘. 

Zaufal observed a piano-tuner who distinctly heard the 
note c* when pressure was made upon the tragus. 

Benedict says “ that all factors that favor atrophy of the 
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auditory nerve also produce the most favorable conditions 
to make tinnitus possible.” 

Theobald believes that the auditory nerve is just as little 
sensitive to sound as the optic nerve is to light. 

Gradenigo considers it to be a fact that “the sound- 
perceiving apparatus reacts to mechanical, acoustic, electric, 
or vascular stimuli with a very sharp note, whose pitch is 
almost constant with each individual (tinnitus aurium c*, 
c’). There exists, therefore, a group of auditory cells which 
are particularly susceptible to these stimuli. The nerve- and 
labyrinth-sounds may be absent in pathological processes 
that have less an inflammatory than a degenerative char- 
acter, and also in rapidly progressing processes which have 
not been preceded by a marked stage of irritation.” 

Haug observed in typhoid and mumps with labyrinth 
complications intense buzzing, rumbling, and ringing. In 
tabes, especially when complicated with amblyopia, the ear 
affection usually begins with tinnitus, which often disap- 
pears as deafness increases. Syphilis shows itself in the ear 
sometimes by nothing but noises of various kinds. 

Kayser describes a case of CO poisoning with severe 
noises and deafness. 

Kirchner noticed in animals which for several days had 
been given quinine and salicylates (1-3 gr.) marked hyper- 
zmia and hemorrhages of the tympanic mucous membrane, 
and also in the labyrinth, cochlea, semicircular canals, and 
pia and dura mater. 

Malaria with intermittent noises in the ear was observed 
by Haug and Urbantschitsch. Almost all authors consider 
the continuous noises to be more unfavorable than the inter- 
mittent ones. : 

After this review of the statements in literature, let us 
look at the various cases. 

Into the second larger group I have put the 8 cases of 
“mixed” dysacousis. Among them we find in five buzzing 
of 64-128 vibrations, and in three higher notes, c*—c*. 

One of my cases I consider to be pure hyperesthesia 
acoustica for its own blood-sounds. The note was between 
128-256, disappeared shortly after catheterization, without 
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pressure upon the cervical vessels, became louder after 
mental work and gentle closing of the ear. Hearing was 
almost normal. 

I was able to gather only three cases of tinnitus with pure 
nerve affection. Two of them had notes c‘ and c’; one had 
258 on the deaf ear, which sound was probably transmitted 
from the tolerably healthy one. Pressure upon the meatus 
was without influence. Inflation can have only a transient 
effect upon the inner ear, which seems to consist in a sort of 
pressure paralysis of the labyrinth. The tinnitus in my 
cases was twice uniform, once also pulsating, was always 
projected into the ear. Melodies were never heard. Twice 
it was designated as buzzing and roaring, twice it was in- 
creased with exertion, once it was increased during rest in 
bed, and once quieted by it; in two cases the catheter pro- 
duced slight effect, once for a few seconds, and once (note 
256) for a few minutes. 

A considerable number of additions to these few cases in 
otological literature I found. 

Toynbee describes several cases of tinnitus which are 
ascribed to injuries of the inner ear. 1. Blow upon right 
ear. Thereafter permanent ringing. Membrane and hear- 
ing normal. 2. Fall from horse; hemorrhage from ear; 
constant singing noise. 3. Fall from wagon. Noise of a 
teapot in the deafened right ear. Slow improvement. 4. 
After coughing, loud singing noise. 5. After pistol-shot, 
hissing sound. 6. Cannon-shot close to ear, singing and 
whizzing sound. 7. After loud shouting by a fishmonger, 
ringing and rustling in left ear. 8. After explosion of gas, 
loss of hearing and singing in ear. 9. During skating in 
very cold weather, sudden singing sound. 

Turnbull: Cannon-shot close above the head; uncon- 
sciousness, dizziness, headache. Nausea and vomiting for 
three days. Left ear totally deaf without noises; right side, 
impairment of hearing, ringing, and rustling. 

Tréltsch mentions the finding of hyperemia, ecchymoses, 
and infiltrations in the labyrinth, and bases the noises upon 
these causes. 

Lucae: 1. Deafness following hemorrhage into labyrinth, 
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preceded for three days by ringing. 2. After gun-shot, ring- 
ing for five minutes. Then defective hearing, with buzz- 
ing and weakened perception of high tuning-fork sounds. 

Burkhardt-Merian: After locomotive whistle, continuous 
high whistling and deafness on both sides for notes above 
“ 

Kiesselbach: 1. After blow on ear, ringing of pitch f*. 2. 
After loud blast from trumpet, high whistling, diminished 
hearing, sensitiveness to noises, dulling of high notes. 

Moos: After severe coryza, high ringing on right side 
whenever a dinner-bell or continuous whistling was heard. 
Low notes were perceived one third note higher. 

Wolf describes the following cases of labyrinth disease 
with noises: 1. Age forty, shot fired in closed room; steady 
singing of pitch c*. 2. Age twenty-three, after consump- 
tion of wine, buzzing in the middle scale. 3. Age twenty- 
eight, after sneezing, sudden roaring like a waterfall. 4. 
Age five, meningeal symptoms; hears notes of an organ, 
voices, whistling on both sides; dizziness. 5. Age fourteen, 
cerebro-spinal meningitis; seething of water, hissing, poor 
perception of high notes, dizziness. 6. Age thirty-five, 
severe injury of mastoid process; hears roaring, rumbling ; 
dizziness. 7. Age forty-two, blood-poisoning; first low 
hissing, then high rustling. 8. Age forty-two, blood-poi- 
soning; dizziness, thumping, sounds of organ. 9. Age 
forty-seven, syphilis; mercury treatment; pulse -sounds 
and intense metallic ringing; low notes retained, high 
ones lost. 10. Age twenty-seven, after puerperium, low 
sounds heard; gentle hissing. 11. Age fifty-seven, diabe- 
tes; some buzzing, gradual disturbance of hearing. 12. 
Age forty-one, glaucoma; loud hissing, no impairment 
of hearing. 13. Age eighty-two, glaucoma; buzzing, di- 
minished hearing. 

Brunner: 1. Chemist hears after each explosion of gas 
a high, clear, protracted, and very annoying sound. 2. 
Basal fracture; roaring and other sounds, deafness. 3. 
Blow with stick upon ear; continuous ringing. Tympanum 
normal. 

From these observations it becomes evident that in injuries 
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of the labyrinth preferably notes of the higher registers 
arise, for the nerve fibres corresponding to the lower tones 
are the most remote from the fenestrae and have a protected 
position in the interior of the nerve trunk. We are but 
rarely able to differentiate between solitary affection of 
the nerve and labyrinth. The symptoms of a brain tumor 
or participation of neighboring nerves may then aid in 
diagnosis. 


Tinnitus in Consequence of Disease of the Auditory Nerve. 


Some patients of Wilde who first sought advice on ac- 
count of noises in the head and singing, having good hear- 
ing and no other aural affection, later became afflicted with 
senile paralysis, ‘‘which probably came from softening of 
the brain.’”’ Others with tinnitus without objective lesion 
died of apoplexy or paralysis. Tréltsch had the same 
experience. 

Politzer: In cerebral affections noises are very frequent, 
é.g.,in hyperemia, softening,and tumors Very loud noises 
without objective lesions in the ear and with deafness are 
suggestive of central trouble. 

Kayser believes that in diseases of the central nervous 
tracts (pons, posterior corpora quadrigemina, etc.,) indefinite 
noises arise, while in cortical disease of the temporal lobe 
more or less clear sound-pictures, melodies, and the like, are 
heard. But I have already mentioned above that hearing 
of melodies may also appear in permanently peripheral 
diseases. 

Brunner considers connected melodies to be a central 
symptom; once he observed them after large doses of 
quinine. 

Schalle describes a case of apoplexy of the auditory and 
facial nerves without noises, but complete deafness. 

Moos and Biirkner explain the absence of all auditory 
sensations in sarcoma of the nerve by the complete inter- 
ruption of all centripetal impulses. 

Siebenmann found among 58 tumors of the region of the 
corpora quadrigemina, impairment of hearing 11 times, 
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noises only twice, and these only at the beginning of the 
trouble. 

Ludwig Linsmayer: Patient sixty-five years of age, with 
old sclerosis; sudden cardiac oppression and tremendous 
noise in both ears, with sensible and senseless words, which 
soon changed to hallucinations. General arteriosclerosis. 
Unsuccessful ligation of right carotid followed by complete 
hemiplegia. Noises in ears unchanged, complete deafness 
on left side. 


Blood-Sounds without Impairment of Conduction. 


Just as inordinate conduction to the inner ear may render 
audible otherwise imperceptible noises, so blood-sounds 
may, while conduction remains normal, become noticeable 
by being intensified. This may be accomplished by in- 
creased cardiac activity, exertion, excitement, copious 
meals; locally by formation of aneurisms of vessels near 
the ear, etc. Furthermore, blood-sounds originating at a 
greater distance may reach the ear, e.g., in struma and heart 
lesions. Thirdly, the sounds which the observer himself 
may hear over large vessels in anemia and chlorosis may 
cause noises in the ears. 

Hippocrates, according to Urbantschitsch, already desig- 
nated the tinnitus in anzwmia as autoausculation of the 
vessel-sounds. 

Tréltsch mentions tinnitus in chlorosis, originating from 
the jugular bulb, also in struma and wearing of tight collars. 

Orne Green gives as causes of the blood-sounds: 

1. Partial stenosis of internal carotid. 

2. Diminished vasomotor tension of the carotid. 

3. Aneurisms of vessels of the head. 

Lebert considers rhythmic arterial sounds with more or 
less deafness, dysphagia, and signs of beginning paralysis of 
the vagus like dyspnoea, slowing and then acceleration of 
pulse, as a group of symptoms belonging to aneurism 
of the basilar artery. 

Following are the cases of aneurism near the ear causing 
noises, which I was able to find: 

Tréltsch mentions noises accompanying aneurism of the 
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basilar artery; Turnbull, of the temporal artery; Herzog: 
and Kayser, of the posterior auricular; Spencer, of the 
middle meningeal ; Wagenhiuser, of the carotid in the bony 
canal. 

Poorten (Riga): Blow on the left parietal bone. Two 
weeks later light hammering; later, loud noise isochronic 
with pulse, objectively audible over the whole left, later 
also right side of the head. Compression of cartoid of no 
avail. Soon exophthalmos ensued, due to aneurism of the 
ophthalmic artery [probably not aneurism but arterio-venous 
communication in the cavernous sinus. H. K.| 

Tuczek observed a sound with double the frequency of 
the pulse, that could be heard for 12 cm in front of the 
opened mouth. Firm tamponade of the left external 
meatus caused it to disappear altogether. There was prob- 
. ably an aneurism of a branch of the posterior auricular 
artery. 


Sounds of Uncertain Origin. 


Orne Green: Two cases of subjective and objective pul- 
sating sounds, without cardiac or vascular lesion and no 
anzmia nor ear disease. 

Wilh. Meyer: Objective and subjective pulsating sound, 
with good hearing on both sides, quieted by compression of 
the carotid. Heart sounds normal. Strong inflation pro- 
duced complete cure on right side, but was impracticable 
and unsuccessful on the left. 

Teldy observed an objective, rhythmical sound, which 
ceased at once when the carotid was compressed. 

Meyersohn: A sound, audible with the stethoscope on the 
skull, ceased with compression of the carotid, but stayed 
away only four hours after ligature of the vessel. 

Brandeis: Boy of nine years, inflammation of second, third, 
and fourth cervical vertebre. A corset removed the noises, 
headache, and other complaints, which reappeared when the 
corset was left aside. 

Woakes explains such sounds by assuming pressure upon 
the vasomotor nerves from the inferior cervical plexus, 
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widening of the vertebral artery, and congestion of the laby- 
rinth. 
Sounds Accompanying Struma. 


Haug saw a man of forty-two with struma and continuous 
roaring in ears that became stormy with bending down. 
Cured by operation for struma. 

Brandeis saw a similar case. He thinks of venous hyper- 
emia of the labyrinth, due to congestion of the veins of 
both aqueducts. 


Sounds Accompanying Atheroma. 


Marian: After apoplexy with paresis of ocular and facial 
muscles of left side, noise in left ear corresponding to pulse. 
Ear drum retracted. Second aortic sound strikingly clear, 
so that Marian thinks of atheromatous cerebral vessels. 

Jacobson observed tinnitus with pronounced arterio- 
sclerosis. The beating in the ear occasionally intermitted 
with the pulse. 


Sounds Accompanying Cardtac Lesions. 


Spirig, in a case of aortic insufficiency, heard through the 
otoscope a rhythmical, soft, blowing sound on the right 
side. It was audible over the aorta, right carotid, subcla- 
vian and brachial arteries. Plain capillary pulse on fore- 
head and at the nails. Subjectively, at first pulsating, later 
continuous, sound. 

Haug also observed a sound accompanying valvular 
lesion. 

Sounds Accompanying Anemia. 


In a patient anemic after parturition I was able to sup- 
press the sounds as long as I made pressure on the cervical 
vessels. During rest in bed the tinnitus was stronger. It 
ceased permanently after the use of iron. In this, as well as 
another case with anemic sounds, the latter ceased for a 
few seconds after inflation. In neither could they be heard 
objectively. 

Meyersohn was able to suppress an objectively audible 
venous sound by pressure on the cervical vessels. 
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CONCLUSION. 


The conclusions that I may draw from the cases hitherto 
published, as well as from my own limited but more care- 
fully made observations, are as follows : 

1. Almost all sounds should be designated by their pitch. 

2. The pure conduction-sounds arise from the diminished 
outlet of sound, due to rigidity of the conducting appara- 
tus. Inasmuch as the motility of the latter is required for 
hearing only low notes, its fixation is an obstacle to the 
outlet of these notes alone. Pure conduction-sounds are 
mainly placed between 16 and 256 vibrations. 

3. The higher pitched sounds are due to processes in the 
inner ear. This statement is sustained by their occurrence 
in normal persons after such influences as are known to 
injure the inner ear, and also by the effect that therapy has 
upon them. They may be produced (a) by reflex from the 
external meatus, middle ear, and many different parts of 
the body ; (4) by changes in the inner ear or the nerve itself. 
In rare cases, however, low sounds may, perhaps, also origi- 
nate in the inner ear. 

4. Hearing of complex sounds like melodies, etc., is not 
prima-facie proof of a cerebral affection. 

In respect to treatment we may formulate the rule not to 
perform any grave operations upon the conducting apparatus 
when the sounds heard are high pitched, and espectally not to 
attempt removal of the stapes. 





REPORT OF THE EIGHTH MEETING OF THE GER- 
MAN OTOLOGICAL SOCIETY IN HAMBURG 
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Translated from Band xxxv., S. 147, 1899, of German Edition, by Dr. 
ARNOLD H. KNAppP. 


MORNING SESSION, MAY IQTH. 


KissEL, Jena, opened the meeting with an historical survey of 
the development of otology, and made a plea for the establish- 
ment of special departments for otology at the various univer- 
sities. 

1. R. Panse, Dresden. Description of specimens on 
the comparative anatomy and physiology of the so- 
called auditory organ. 

With the aid of anatomical and microscopical specimens, draw- 
ings, and models, the size, direction, and breadth of the semicircu- 
lar canals of the sacculus utriculus and of the lagena are shown 
to stand in a definite relation to the main movements in the vari- 
ous animal classes. Transmission of waves of the surrounding 
water and of the air take place, first on the appearance of the pars 
basilaris and the simultaneous appearance of the ductus peri- 
lymphaticus and of the oval window. 

Discusston ; KissEL, ZARNIKO, BEZOLD, SCHEIBE. 

2. STEINBRUGGE, Giessen. On changes in position of 
Reissner’s membrane; with demonstrations. 

A peculiar change in position of Reissner’s membrane was 
noticed in the left cochlea of a man, eighteen years of age, who 
had died of a general miliary tuberculosis. At autopsy, traces of 
transient and, especially in the last stages of the disease, of in- 
creased intracranial pressure were found present. The right 
cochlea seemed normal, but Corti’s organ on the left side was 
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atrophied and reduced to a small group of cells. The other 
structures of the ductus cochlearis showed signs of a previous 
inflammation. Reissner’s membrane at the first turn was very 
much depressed, so that the ductus cochlearis seemed diminished ; 
in the middle turn it was adherent to the crista spiralis for 
a short distance and then ascended to its place of attachment 
to the spiral ligament. In the superior turn it rested upon the 
membrana tectoria and Corti’s organ, and rose from there directly 
upwards. This adherence is supposed to be due to the mem- 
brane being pushed against the ductus by the preponderance of 
pressure within the perilymph. ‘The specimens also show that the 
endolymphatic fluid had resisted this pressure to a certain extent, 
as the free part of Reissner’s membrane still appeared tense. 
(Demonstration of specimens. ) 

Discussion ; SYEBENMANN. 

3. SIEBENMANN, Bale. Demonstration of three cases 
of closure of the fossula fenestre rotund2. 

Politzer (Comptes rendus du IV. congres internat. d’otologie, 
Bruxelles, 1899) found the fossula fenestre rotunde in the 
suppurating ear of a patient who had died of phthisis to be com- 
pletely filled with adipose tissue, and in a second case a bony 
constriction of the fossula and closure with fibrous tissue contain- 
ing fatty elements. The following three specimens were demon- 
trated : 

(1) From a typhoid patient. The entire fossula is filled 
with pure fatty tissue. A large, slightly branching vessel passes 
through the midst of this tissue from the tympanum in a horizon- 
tal direction to the postero-lateral depression of the niche and 
then backwards and downwards through the bone to the jugular 
bulb (canalis accessorius aqueductus cochlez). 

(2) In the second specimen, also from a typhoid patient, the 
fossula fenestre rotundz is filled with fatty tissue only in its 
upper part. The lipoma as well as the remaining tympanic 
mucous membrane showed dilated vessels and interstitial extrava- 
sates of blood. 

(3) In the third specimen the tympanic mucous membrane is 
thickened and the fossula is filled with a loose cellular connective 
tissue, through which fat cells are scattered. 

As the membranous tissue which usually occupies the fossula 
does not contain any fatty elements, the question as to their 
origin presents itself. There are three possibilities : 
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(1) There may be a perivascular collection of fat as it occurs 
in the ocular conjunctiva. (2) The fatty deposits in the mucosa of 
the niche of the round window may be regarded as analogous to the 
fat nests which, according to Siebenmann’s investigations and from 
a verbal communication of Scheibe’s, are regularly present in the 
immediate or distant surroundings of the tensor tendon and of the 
facial canal and in other regions of the tympanic mucous mem- 
brane. (3) The fat has entered from one of the medullary 
spaces which adjoin the pneumatic cells of the middle ear. 

The author has published in these ARCHIVES an experimental 
attempt to discover the effect of the closure of the round window 
niche on the tone perception as regards the highertones. For the 
lower tones the pathological material proves to be unsuitable. 


AFTERNOON SESSION. 


4. Kayser, Breslau. An osteoma ofthe external auditory 
canal; demonstration. 

This was an unusually large bony tumor (17 mm long by 11 mm 
broad) attached to the posterior superior wall at the outer end of 
the right ear canal. The patient, forty years old, had suffered 
from a transient otorrhoea during youth. Seven years ago, an 
exostosis had been noted. In 1898, severe headache set in, and 
the auditory canal was completely filled by a smooth, bony hard 
tumor covered with a thin layer of delicate skin. At the opera- 
tion the tumor became detached at its base after a few blows 
with the chisel, and was lifted out with difficulty. The root 
proved to be a small ridge near the upper margin. Healing was 
prompt, after a lot of pus was evacuated. The J/¢ showed a 
perforation at its posterior part. The discharge from the middle 
ear ceased, and hearing was much improved. The tumor was 
cancellous in structure. ; 

5. SCHMEDEN, Oldenburg. A tumor of the petrous por- 
tion ; demonstration. 

A woman, twenty-eight years of age, had been hard of hearing 
for four years, without otorrhcea, but marked tinnitus, vertigo, 
and headache for two years. During the last month she com- 
plained of hoarseness and palpitation. 

There is a small nodule in the lower and back quadrant of the 
drum which bleeds on the slightest provocation. Hearing very 
much diminished, but tuning-fork placed on mastoid process is 
perceived. Pupils are equal, no changes in fundus. ‘Total left 
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recurrent paralysis in larynx. The pulse varies between go and 
130. Heart normal. While in the hospital patient would lie in 
bed partly on the abdomen, supporting the head on the arm or 
hand. She would turn on her back when requested, but would 
soon resume the old attitude. The gait was staggering; she 
always sought a support. When sitting in a chair, she could move 
her legs. Later fever, otorrhcea, and facial paralysis appeared. 
At the operation there was very free hemorrhage from the bone, 
antrum, and middle ear; the latter was found filled with tumor 
masses. Further operation was abandoned. Fever and tinnitus 
at first disappeared, but reappeared on the seventh day. The 
patient became unconscious and died in coma, occupying the 
accustomed peculiar position. 

At autopsy, meningitis with extreme hydrocephalus internus 
was found, and in the pyramid of the petrous bone there was a 
large tumor. The entire pyramid, except labyrinth, and the 
mastoid process were invaded. The jugular bulb was obliterated. 
In the region of the jugular fossa, the tumor had enlarged to the 
size of a walnut and extended upward through the jugular fora- 
men projecting into the cranial cavity. 

Microscopical examination revealed a small alveolar sarcoma. 

The clinical symptoms, in short, were tinnitus, vertigo, peculiar 
position and motion, hoarseness, and palpitation. The first three 
symptoms are easily explainable. The tumor growing through 
the jugular foramen had pressed upon the cerebellum and the 
crus cerebelli ad pontem and caused the forced position. The 
vagus, glosso-pharyngeus, and accessories were also pressed upon. 
The paralysis of the left vocal cord and the rapidity of pulse are 
explained by pressure on the vagus. 

Discussion: Kress reported a case on which he had operated, 
where a large cyst was found in the petrous pyramid and was 
partially removed. 

KOMMELL said that these cysts were not well understood and 
only a few cases had been reported. 

PaNSE mentioned the fact that a similar case had been reported 
by Gomperz, and that in this case the tumor might have been a 
cholesteatoma which had disintegrated in the centre. 

Passow had operated on a case for presumable mastoid com- 
plication after purulent otitis ; a round-celled sarcoma was found. 

HARTMANN described a case of round-celled sarcoma, when at 
autopsy a firm connection with the dura was present, which would 
have rendered operative intervention futile. 
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ScHEIBE described a case of sarcoma of the mastoid process 
which was permanently cured by operation. 

6. ScHetpe, Munich. Rapid decay in acute scarlatinous 
otitis; histological demonstration. 

This was an unusually severe case of scarlatinous otitis which 
ended fatally, and where while under observation a rapid destruc- 
tion of the JZ, loss of ossicles, and putrid decomposition of the 
secretion occurred. 

A child, six years of age, was taken ill with scarlet fever ; at the 
beginning of the second week the right ear became affected, one 
week later the left, with diphtheria of the pharynx, lobular 
pneumonia, and pleurisy ; death in the fifth week. 

At autopsy : pronounced emaciation, gangrenous diphtheria of 
pharynx and larynx, purulent lobular pneumonia in all lobes 
fibrinous purulent bilateral pleurisy, acute parenchymatous ne- 
phritis, and dilatation of left ventricle. 

Right ear: Total absence of drum, sulcus tympanicus bare and 
rough, ossicles necrotic, muscles destroyed, bone in several parts 
of the tympanic wall eroded, some of the pneumatic cells in the 
mastoid filled with pus, inflammatory changes in the Eustachian 
tube. The same changes in the left ear. 

The labyrinth on the right side is not affected. This is of in- 
terest, as from the functional examination (no whisper heard, 
numbers in ordinary voice only heard in immediate vicinity) a 
complication of the internal ear was suspected. The labyrinth of 
the left ear showed inflammatory changes, 

It seems probable that the loss of hearing was caused by the 
destruction of the muscles of the ear. 

Discussion: BezoLD, JANSEN, PANSE, BRIEGER, PLUDER, report 
similar cases. DENKER suggests that in these cases where the 
loss of hearing is so marked and conversational voice can only be 
heard at 5 cm distance, examinations with tones, especially with 
determination of the hearing duration for tuning-fork tones, should 
be made. Autopsy had shown that in the above case the morbid 
process was localized to the middle ear. It would be of interest 
to confirm with tuning-forks if such a degree of deafness pres- 
ent on both sides could be followed by deaf-mutism caused by 
an affection of the middle ear or by a lesion in the labyrinth, not 
recognizable by the microscope but functional in character, 

7. Lucag, Berlin. Examination of tones in the deaf. A 
low and a high tuning-fork (c and c,) were exhibited with applie 
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ances for striking which had previously been shown by the author, 
He believed that with these the hearing duration could be more 
accurately determined than with the usual forks. 

8. ZIMMERMANN, Dresden. The value of our examina- 
tion with tuning-forks, based on the re-examination of 
Helmholtz’s theory. 

The acceptance of two sound-transmitting ways differing in 
character, air-conduction, and bone-conduction, was at first justi- 
fied by clinical observation, and later from the results of the 
tuning-fork tests. Of these results the principal one, gained by 
Rinné’s experiment, was susceptible to attack because it showed 
a better conduction by air, while physics teaches us that bone is 
several times a better sound conductor. 

On closer examination it became evident that in previous tests 
with tuning-forks the base or handle of the fork and the prongs 
were considered of equal value. In the usual Rinné the handle 
of the fork is placed on the mastoid, and as soon as the sound is 
no longer perceived the other end of the fork or the prongs are 
brought near the ear. If, more correctly, the handle of the fork 
is placed near the ear in the second part of the experiment, it will 
be found that the sound will not be perceived after the handle 
can no longer be heard on the mastoid. The contrast which is 
usually found in the sequence of the test, and which was regarded 
as a contrast of the two ways of sound conduction, is explained, by 
the physically proven antithesis of the handle and prongs of the 
tuning-fork. 

Other improbabilities seemingly proven by tuning-fork tests had 
led to the re-examination of previously accepted theories, and 
especially the one given out by Helmholtz on the synchronous 
vibrations of the drum and the ossicles, 

The author has already drawn attention to the fact that in the 
usual sound conduction the progressive sound waves are not 
transmitted to the labyrinth by in-and-out motion of the plate of 
the stapes. They are transmitted through the substance of the 
drum without causing synchronous vibrations of the ossicles or 
stapes, then molecularly on the air in the middle ear, and finally 
directly to the cochlear capsule. The latter takes up the progres- 
sive wave motion and hands it over to the labyrinth fluid, where 
the sympathetic fibres of the terminal organ are brought into 
vibration. 

This interpretation shows that fundamentally in sound convey- 
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ance there is only one way : the bone conduction is always the last 
and shortest part of the entire way which the sound has to travel 
even by air-conduction. The various distances and the various 
obstructions caused by intervening media explain the purely 
quantitative differences in the tuning-fork examinations which 
normally show a better sound perception for the handle direct 
through the bone. 

The order of experiment may be changed in numerous ways as 
the conditions for one or both parts are modified. In the latter 
cases both parts must show similar changes. In the case of 
diminution of the perception as in senile years, hearing duration 
diminishes for bone-conduction as well as for air-conduction. 
The apparent inconsistency in those cases where a prolongation 
of the perception for bone-conduction is present in diminished or 
absence of perception for air-conduction does not seem improb- 
able, but is only an expression of a disturbance in the ossicular 
chain. 

Zimmermann regards the physiological purpose of the ossicular 
chain as a reflex accommodative apparatus; as in the eye the 
ciliary apparatus furnishes the necessary space limits for the dis- 
tinct perception of the rays of light, so the drum and ossicles in 
the ear supply the necessary time limits for the clear perception 
of the sound waves. The labyrinth fluid is so arranged by gradu- 
ated, reflex, in-and-out movements of the stapes plate that the 
fibres in the terminal organ may vibrate in the amplitudes of dis- 
tinct hearing. This mechanism is especially necessary for the 
exact functioning of the fibres vibrating in large amplitudes, and 
for the low tones. 

This also agrees with the tuning-fork tests. If the accommoda- 
tion is faulty, the vibrations of the base of the tuning-fork in bone- 
conduction will not cease precisely with the last sound vibration, 
but continue the longer the greater the degree of accommodative 
disturbance, and often so long that the prongs of the fork again 
approached will cause no sound vibrations. Subjective noises in 
air-conduction accompany this after-vibration in the bone, and the 
affected ear can no longer limit the tones and noises of the vicinity 
in their proper amplitude. 

The author finally describes the unanimity which air- and bone- 
conduction show to one another and to other accompanying mor- 
bid symptoms, and thinks that from this new point of view 
tuning-fork tests furnish the most valuable diagnostic aid. 
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Discussion : BEZOuD : It is not admissible to take the difference 
in vibration between the prongs and the handle of the tuning-fork 
as an explanation for the different duration of air- and bone- 
conduction. Both are in motion for an equal length of time, but 
the movements of handle, just as a two-armed lever, are smaller 
but of a corresponding greater intensity. 

ZIMMERMANN: The audible vibrations in the fork handle 
cease earlier than those at the ends; this can be demonstrated 
with the tuning-forks where the simultaneous perception of the 
ends is excluded and which are in constant use, as Hartmann’s 
small C fork or A fork. Diagnostically the handle and prongs of 
a tuning-fork are not equivalent. 


SATURDAY, MAY 20TH. 


STEINBRUGGE, before the commencement of the regular meet- 
ing, presented a boy, thirteen years old, with anomaly of both 
auricles and absence of ear canals. In the boy’s first year an at- 
tempt was made to restore the canal on one side, though without 
success. Notwithstanding the anomaly, the boy’s hearing is ex- 
cellent, and permits him to go on at school. The ticking of a 
watch (normally 6 m) is heard, right close to the ear ; left at 00.2 
m ; whisper near the ear ; medium conversation at 1 m. 

9. RupLorr, Wiesbaden. Demonstration of macroscopic 
and microscopic specimens. 

These specimens are shown in connection with the author’s 
paper “On the Operation for Adenoid Vegetations with Depen- 
dent Head in Narcosis.” 

(1) A number of negative impressions made from plaster casts 
of the lateral wall of the naso-pharynx. They show the relation 
between Rosenmiiller’s fossa and the pharyngeal opening of the 
Eustachian tube and the great variations in the depth of these 
structures. Rosenmiiller’s fossa has usually a much greater depth 
than is mentioned in Merkel’s Zofographical Anatomy. Merkel 
states the depth at 6-7 mm, while Rudloff found in 15 specimens 
the depth to vary between 7 and 17 mm. ‘Two of the casts were 
made from the child’s naso-pharynx. 

(2) A portion of hyperplastic adenoid tissue in combination with 
a small, 2 by 1.5 mm large, piece of cartilage from the tubal 
ridge—/. ¢., a part of the anterior wall of Rosenmiiller’s fossa 
removed in using Hartmann’s curette. 
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(3) Two microscopic specimens of adenoid tissue firmly con- 
nected with a small piece of cartilage from the pharyngeal ostium 
of the tube. There are striking changes in the cartilage, namely, 
cavities surrounding single cartilage cells and vessel channels. 

(4) A macroscopic specimen showing the relation of the connec- 
tive-tissue sheath which surrounds the carotid and the vessels and 
nerves passing from the head to the neck in the lateral wall of 
Rosenmiiller’s fossa. 

Discussion; THosr is opposed to the statement that adenoid 
tissue occurs in the tube because adenoid tissue and tubal carti- 
lage are shown in combination in the specimen. He regards the 
process to be due to adhesions between hyperplastic pharyngeal 
tonsil and tubal ridge and so are removed together at opera- 
tion. The term adenoid tissue had better be dropped for the 
expression hyperplasia of the pharyngeal tonsil. 

RupLorF : The specimens which have just been shown furnish 
an unmistakable proof that hyperplastic tissue may be present at 
the tubal ridge. Its presence there cannot be explained by the 
statements of the preceding speaker, but rather is to be con- 
sidered as adenoid tissue which is present there normally and 
becomes hyperplastic, as it occurs in other parts of the naso- 
pharynx. The term hyperplasia of the pharyngeal tonsil is 
perfectly proper, but it must not be imagined that the hyper- 
plastic tonsil is a sharply described structure occurring at the 
typical position in the naso-pharynx. In all parts of the naso- 
pharynx where adenoid tissue is present, hyperplasia of the tissue 
may take place. 

SCHWABACH: I am not of the opinion that the pharyngeal 
tonsil is not a circumscribed structure. Embryologically it 
resembles the palatal and lingual tonsil. In all three the adenoid 
tissue develops about a depression in the mucous membrane. 
Aberrant adenoid tissue may appear in other regions of the 
naso-pharynx, as Teutleben has shown, for the tubal ostium, and 
later Disse, who speaks of a ring of adenoid tissue. 

BRIEGER: Adenoid tufts about the tubal ridge are very unusual. 
In hyperplasia of the adenoid pharyngeal ring, the adenoid tissue 
everywhere takes part, not only near the Eustachian tube but also 
in the floor of the nose. 

10. REINHARD, Duisburg. Contribution to excision of 
the malleus and incus. A young woman, twenty years old, 
had suffered from chronic purulent otitis since childhood and the 
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two outer ossicles had become necrotic. All attempts at bringing 
the otorrhoea to a stop had failed. Hearing had so diminished 
that whispered numbers were only heard at the ear. The 7/7 
was destroyed except a smaller upper rim where a granulation 
presented through a perforation directly behind the short process ; 
the tympanic mucous membrane was swollen and covered with 
thick pus; a rudimentary part of the handle of the malleus 
remained. The ossicles were extracted according to Schwartze 
through the canal. Carious places were found on the hammer at 
the head, and on the incus at the long process and the body. 
Otorrhcea ceased after three weeks, the tympanic wall became 
epidermized, and hearing improved to 5 m for whispered numbers. 

The author pleads for a more frequent application of this mode 
of treatment and from the statistics of Ludwig, Grunert, and his 
own, finds that in 51 4 of the cases the otorrhoea ceases, hearing 
was improved in 53 4, in 4 of the cases it remained unchanged, 
and in ;'5 hearing diminished. 

The last condition has deterred the author from removing the 
ossicles in cases of deafness on one side and attic suppuration on 
the other, without any cerebral complications, which was only to 
be treated by excision of the ossicles. He usually waited under 
these circumstances, watching the case carefully. At the onset 
of any cerebral symptoms operation was of course resorted to at 
once. 

Discussion: STACKE: The interpretation of the indications for 
operation in these cases has changed during the last years. For- 
merly it was generally accepted that the excision of the outer 
ossicles from the canal was a smaller and less important inter- 
vention and in doubtful cases preceded the radical operation. 

Two years ago, at the meeting of this Society, I said that in 
cases where the drum was principally preserved, and it could be 
assumed that the malleus and incus were sound but that otorrhocea 
could not be cured without operation, the radical operation with 
preservation of ossicles z# sz¢u should be attempted and so gener- 
ally cure the discharge and preserve the hearing. I have observed 
one case where the hearing rose from 4 m before the operation to 
6 m, at which it remained. 

Other cases were equally favorable so that I endeavor to pre- 
serve the ossicles especially when their ligaments are still intact. 
These are surely intact in the case quoted by Reinhard where 
whisper was heard at 10 m. In that case, as the otorrhoea is not 
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to be healed without operation, in my opinion the radical opera- 
tion with preservation of the ossicles is indicated. 

Of course, we do not always know to what extent the ossicles 
are affected. ‘The ossicles can always be removed later should 
their preservation prove needless. It should be borne in mind 
that not very extensive carious foci on the lateral wall of the 
ossicles nearly always are healed after their exposure. I cannot 
say whether the scar formation after this operation is always so 
favorable that the function is improved or retained. 

SIEBENMANN is of the same opinion as Stacke. 

HARTMANN mentions the fact that he presented a case at the 
meeting in 1890, before Zaufal or Stacke had published their 
papers on the radical operation, where after retraction of the 
auricle the antrum was exposed up to Shrapnell’s membrane, and 
the ossicles were then extracted. Inthe previous year Hartmann 
had formulated the plan of joining the antrum, attic, and ear 
canal. 

JANSEN considers caries of the ossicles to be secondary, and 
of less importance than the fundamental disease of middle ear or 
mastoid antrum. Isolated disease of the attic is secondary. The 
perforation at the superior pole, which is supposed to be charac- 
teristic for malleus or incus caries, occurs frequently in healthy 
ossicles. If the hearing is good, it is usually made worse by the 
operation. The ossicles may be freely extracted when the long 
process of the incus is wanting ; otherwise the drum and ossicles 
should be preserved if the hearing is good, in fact this is a duty 
if the hearing in the other ear is defective. If local treatment 
is unsuccessful, the radical operation with preservation of the 
ossicles, and not the extraction of the latter, is indicated. A 
reason for preferring the radical operation to Stacke’s is the fact 
that in the first method the preservation of the ossicles is more 
assured. The danger of displacing the ossicles can be avoided 
when the conditions warrant, by leaving a small bony margin at 
the rim of the drum membrane. Unfortunately we are often 
compelled to remove perfectly sound ossicles when cholesteatoma 
is present between the incus and the labyrinth wall. After the 
radical operation with preservation of the ossicles fully exposed 
in the attic healing takes place, inasmuch as the lateral surfaces 
of the ossicles are covered by a thin layer of granulation tissue. 
The latter then becomes epidermized from the drum membrane, 
starting from the posterior and upper wall. This epidermized 
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granulation tissue then contracts, and a very thin membrane re- 
mains covering the ossicles, scarcely restricting their mobility. 

SCHEIBE: We have performed the radical operation from the 
beginning by leaving the ossicles iv stfu. If the opening behind 
the ear is to be permanent, skin-grafting must be done. 

LEUTERT emphasizes that in the cases under consideration the 
hammer or incus, or both, are frequently carious. 

SIEBENMANN : It is very important in performing the radical 
operation to preserve, as much as possible, the functional activity 
of the ear; hence the ossicles should be retained as often as 
possible. In many cases we should endeavor to produce a per- 
manent defect behind the auricle. 

STACKE: In regard to Jansen’s remark on the greater danger 
of displacing the ossicles in my operation, I cannot see how the 
radical operation proceeding from the antrum offers better chances 
than in my method of entering above the drum after retraction 
of the auricle. The retraction of the auricle gives us so much 
space that any amount of bone can be removed without injuring 
the drum or the ossicles. 

LucaE : | agree with Stimmel that many cases of chronic otor- 
rhoea heal without operation. 

SCHEIBE draws attention to the value of the tympanic syringe ; 
if the foetor does not disappear after its use the operation is 
indicated. 

ZARNIKO: Recovery often takes place after careful cleansing 
and treatment. A number of cases cured by treatment are 
reported. 

11. BRIEGER, Breslau. The pathology of otitic meningitis. 

Otitic meningitis may present an unusually varied course. All 
the symptoms characteristic of inflammation of the soft brain 
membranes may be absent, and the symptoms of a general infec- 
tion may preponderate. The process may extend abruptly and 
focal symptoms may appear (aphasia, motor disturbances), simu- 
lating a brain abscess. There are intermittent forms of purulent 
meningitis, which later, after a number of meningeal symptoms, 
may lead to death. Anatomically these are represented by cir- 
cumscribed meningitides, which may heal if they remain localized, 
or finally become general and fatal. If the cause of these menin- 
geal attacks, located in the primary otorrhoea, usually in the 
labyrinth, be eradicated, recovery may take place. On the other 
hand, the generalization may be favored by concussion from the 
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chisel, as has been shown in animals. These are apt to be taken 
for cases of serous meningitis. ‘lhe diagnosis of this form of 
meningitis is very uncertain, and the value of a successful lumbar 
puncture is uncertain. Lumbar puncture has a favorable influ- 
ence, objectively apparent, even on a purulent meningitis ; while 
the disappearance of meningeal symptoms after a simple open- 
ing of the skull urges us to judge these proofs with caution. 
The author then discusses the diagnostic importance of lum- 
bar puncture generally, and cites a case where an operation 
for brain abscess was not made, because from the lumbar punc- 
ture meningitis was diagnosticated. At autopsy an abscess was 
found in the temporal lobe, with fistula into the ventricle (hence 
the condition of the cerebro-spinal fluid), while the meninges were 
macroscopically normal. ‘The favorable effect of lumbar puncture 
in purulent meningitis, combined with eradication of the primary 
ear trouble, may be of value in treating meningitis. 

Discussion: LEUTERT mentioned that the leucocytes in the 
fluid obtained by lumbar puncture were increased in number. 

JANSEN: Kronig has also found a leucocytosis. We usually 
designate healed cases of meningitis as serous, while there is no 
question but that cases of the purulent type may recover. Lum- 
bar puncture does not always solve the question. I have ob- 
served this affection in uncomplicated serous infection of the 
mastoid process, most frequently in labyrinthine suppuration. 

12. LruTert, Kénigsberg. The opening of the normal 
sigmoid sinus for diagnostic and therapeutic purposes. 

From the therapeutic success achieved by Hoeftmann by blood- 
letting from the normal sigmoid sinus in the presence of severe 
symptoms of increased intracranial pressure, the author recom- 
mends this procedure in those cases in which general increase of 
intracranial symptoms are suspicious of brain abscess, without 
the diagnosis being positive. In Hoeftmann’s, and in two cases 
of his own, the pressure symptoms disappeared soon after the 
blood-letting had been done ; he thought that in future, opera- 
tions for brain abscess, where the only indication present is gen- 
eral increase of pressure, which is not rare, as in Kretsclmann’s 
and Joel’s cases, and no abscess is subsequently found, can be 
avoided. Leutert describes a third case where the symptoms, 
especially amnesic aphasia, did not disappear after blood-letting 
and the diagnosis of brain abscess verified at autopsy was con- 
firmed This procedure is in order especially in those cases 
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where the mastoid is to be, or has already been, opened as is the 
custom with otologists. In opening the sinus due attention must 
be paid that the respiration remain regular so that the danger of 
air embolism, which however need not be fatal, may be avoided. 
Leutert regards the opening of the sinus as not dangerous. 

This step is also of therapeutic value as headache tends to 
cease promptly. The cases where this procedure has been tried 
are not sufficient to establish its value, but it deserves further 
trial. 

Discussion; JANSEN: We often see after operative interven- 
tion such severe symptoms as Leutert has described appear or 
continue without permitting an exact diagnosis. A large number 
finally recover under expectant treatment. I fear that Leutert’s 
procedure may easily complicate the course of the disease. To 
open the sinus in an affected mastoid is surely not without 
danger, and the less experience we have with these difficult cases 
the more apt are we to practise methods so as not to neglect any- 
thing. Leutert’s cases were furthermore complicated as the dura 
was also opened. It would be better to explore the sinus out- 
side of the mastoid. I believe however that this procedure will 
meet with scant favor. 

BRIEGER : On account of the pressure in the cerebral blood 
channels danger of air embolism in the normal sinus is not very 
great. Brieger mentions a case where air was aspirated and air 
embolism followed, which necessitated ligation of the jugular. 
Vague therapeutic effects should be practised with caution as so 
many cases of cerebral symptoms recover spontaneously. 

SCHEIBE thinks that Leutert’s procedure can be tested in cases 
of accidental opening of the sinus. 

JOEL warns against opening the sinuses. 

LEUTERT in conclusion said that although the dura had been 
opened in one case no cerebro-spinal fluid appeared. He does 
not regard opening of the sinus as dangerous, Kuhn’s fatal case 
being the only one on record, while several deaths had resulted 
from lumbar puncture. 

13. Brox, Berlin. Microscopic specimens of two cases 
of lateral sinus thrombosis in pyzmia. 

(1) Puriform’softened thrombus, adjacent to the wall. Sinus 
wall infiltrated with pus. Purulent thrombo-phlebitis. 

(2) Carious bone; adjacent sinus wall infiltrated with pus. 
Purulent thrombo-phlebitis. 
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14. DENKER, Hague. Open-wound treatment after 
Thiersch’s skin-grafting following radical exposure of 
the middle-ear cavities. Denker has employed for three years 
a method of after-treatment by skingrafts which he believes to have 
advantages over the usual treatment. He noticed that the grafts 
at the external part of the wound quickly became attached to the 
depth of the drying influence of the air; he now leaves all grafts 
exposed to the air with a certain protection. Skin-grafting is only 
resorted to when the walls are presumably healthy and there are 
no carious spots ; the most favorable time is between the second 
and fourth week after the mastoid operation. ‘To protect against 
hemorrhage, the granulations are curetted several hours before, 
with cocaine anesthesia, and the wound is packed with gauze. 
The grafts are taken from the thigh and measure 5-10 cm by 
2-3.cm. If such a large graft is taken with one incision in a few 
seconds, narcosis is unnecessary. The graft is then cut in the 
proper pieces and adapted to the wound surface. The wound 
remains perfectly open except for a gauze strip at the bottom and 
in the lower angle. ‘This piece of gauze soaks up the secretion 
and keeps the edges of the wound apart, which show a great 
tendency to unite, and allows free access of air. A protector of 
wire netting is placed over the ear. The dressing is changed 
daily, and the grafts are firmly attached in from four to twelve 
days. A special feature according to Denker is the simplified 
and shortened after-treatment. The ugly prominence of the 
auricle is avoided. 

Discussion: KOMMELL mentions the microscopic examination 
of transplanted pieces of skin by Henle, and suggests the imme- 
diate transplantation on fresh wounds. 

SIEBENMANN is pleased that the value of transplantation on 
bone is being recognized. He usually makes two long grafts. 

JANSEN: The best time to graft is either at time of operation 
or during the first dressing. The graft may be introduced on a 
specimen Carrier, 

SCHEIBE skingrafts directly on the granulation at the second 
dressing with good results. Denker’s suggestions are valuable. 

SCHMIDT transplants frequently, though he has never grafted 
on granulations, by reason of Thiersch’s publications. He be- 
lieves that small grafts are more favorable. 

15. HARTMANN, Berlin. On the radical operation. 

In performing the radical operation, the dilatation of the canal 
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and formation of a posterior flap is often difficult and tedious 
because the auricle and canal offer no resistance to the knife. 
Instead of the various contrivances, forceps, hooks, probes, etc., 
the author has devised an ear-canal forceps. One branch is 
straight and grooved like a director for the ear canal ; the other 
branch is curved for the auricle and then straight and fenestrated 
to go outside the canal. The ends of the two branches grip 
the membranous canal. The wall is divided by a knife cutting 
through the fenestrated branch on the other one. 

16. BrrEGER, Breslau. Demonstration of microscopic 
specimens. 

(1) Specimens and drawings of an aural polyp which appeared 
through Schrapnell’s membrane, and carried hairs. The hairs 
presumably grew into the perforations during an attic suppuration 
and had led to the formation of a granuloma with giant cells. 

(2) Specimens of the so-called latent pharyngeal tonsillar 
tuberculosis. The tubercles contained peculiar products of a 
retrograde metamorphosis which appeared as degenerated elastic 
fibres with lime deposits. 

(3) Stereoscopic photographs of pathological specimens made 
with the stereoscopic microscope of Zeiss-Greenough. 

(4) Drawing of a tumor of the acoustic nerve. 

17. BroicH, Hanover. My method of direct vibratory 
massage of the Eustachian tube and its effect on the 
middle ear. 

After a short description of the methods of vibratory massage 
and an unfavorable criticism of the direct massage of the Eusta- 
chian tube with bougies, the author describes his own method, 
which is as follows : With the aid of special probes introduced by 
way of the nose a direct massage of the pharyngeal ostium and 
the commencement of the tubal canal is produced by Spoes’s saw 
handle driven by an electro-magnet. The action of this method is 
analyzed on the laws of vibratory massage founded by Ostmann. 
The effect of massage is described on the normal and affected 
ear. The procedure can be followed by auscultation and, com- 
bined with the otoscopic image, made use of in a diagnostic, 
differential diagnostic, and therapeutic sense. In conclusion the 
rational indications are given for the use of this method alone or 
combined with the principal medications employed in the treat- 
ment of the chronic or subacute tubal or middle-ear catarrhs. 

Discussion; Trost said that Urbantschitsch was the first to 
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directly massage the Eustachian tube. He also employs massage 
combined with the medicamentous treatment. 

18. Rup.Lorr, Wiesbaden. The removal of adenoid vege- 
tations with the over-hanging head in narcosis. 

The author has practised this method for eleven years where the 
danger of aspirating blood and tissue particles is avoided. Under 
full chloroform anesthesia, the head is allowed to hang down, 
the operator's protected index finger is inserted in the left angle 
of the mouth, and the tongue is depressed by the assistant. The 
vegetations are removed with Boecker’s and Hartmann’s curettes. 

In the presence of hypertrophied tonsils, it is better to precede 
with the tonsillotomy several days or weeks before. Enlarged 
tonsils are apt to make the breathing difficult, and may lead to 
asphyxia. 

Rosenmiiller’s fossa should be entered with the curette (Hart- 
mann’s), care being taken to avoid the tubal ridge and the lateral 
wall. Injury to the latter structure from its relation to the sheath 
of the great vessels might harm the carotid. 

Ten cases out of 254 required a second operation; an exact 
statistic of the remaining 366 was not possible. 

The author operates both with anesthesia and without. Anes- 
thesia is employed in excitable and timid children, and in the 
presence of certain anatomical peculiarities of the naso-pharynx, 
as when posterior wall and roof form an oblique bend and the 
atlas protrudes into the naso-pharynx. 

Discussion: PLupDES also operates with dependent head in 
narcosis ; he employs Beckmann’s curette. 

THost has operated on 4000 cases in narcosis, but like Hop- 
mann, Moritz Schmidt, with the head erect. He has never seen 
that blood or diseased particles were aspirated. He operates as 
soon as the corneal reflex is lost. 

ENGELMANN always examines first by posterior rhinoscopy 
which is almost always possible in children over four years. 
Generally the operation can be done in a much more conservative 
manner than is usual. The location, and not the size of the 
adenoids is important. The vegetations may be large, but still 
not interfere with respiration. Respiration may often be made 
free by simply cleaning the nose of mucus. Even if the vege- 
tations are large, a general and appropriate local treatment may 
cause a sufficient though slight shrinkage so that the children 
seem perfectly well. 
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ScuHMIDT asks whether the vomiting after narcosis does not 
start up severe hemorrhage? He has operated on some cases 
for the second time, but has never been able to remove large 
pieces, and breathing was not improved. 

STIMMEL is in favor of operating without anesthesia ; he uses 
Beckmann’s curettes. 

SIEBENMANN employs anesthesia, but bromethyl instead of 
chloroform, which he regards less dangerous. 

In conclusion, RuDLOFF says that the possibility of the aspira- 
tion of blood or tissue fragments cannot be excluded, hence he 
prefers to operate with dependent head. He objects to bromethy! 
because it is not free from danger, the anzsthesia is too short, 
general muscular relaxation does not always take place, and the 
after-effects are more disagreeable than those of choloroform. 





REPORT ON THE SIXTH INTERNATIONAL OTO- 
LOGICAL CONGRESS, HELD IN LONDON, 
AUGUST 8-11, 1899. 


By Dr. W. JOBSON HORNE, Lonpon.’ 


This is the Sixth Congress and the first that has been held in 
the British Isles. Of the previous congresses, the first was held 
in New York, in 1876, the second in Milan, in 1880, the third in 
Basle, in 1884, the fourth in Brussels, in 1888, and the last in 
Florence, in 1895. ‘The congress was more largely attended than 
on any previous occasion ; the number of adherents, exclusive of 
ladies, was upwards of two hundred and fifty. The Royal 
Colleges of Physicians and Surgeons of London kindly lent their 
examination hall on the Victoria Embankment, which afforded 
an excellent theatre for the reading and discussion of papers and 
also for lantern demonstrations, whilst the large rooms on the first 
floor lent themselves admirably for the accommodation of the 
unique museum. 

On Tuesday morning, August 8th, the opening ceremony of the 
congress was held. 

The proceedings commenced with an address by Professor 
Urban Pritchard on the growth of otological science (a verbatim 
report of the address is appended). 

Professor Pritchard afterwards proposed a vote of thanks to the 
Royal Colleges of Physicians and Surgeons for having placed at 
the disposal of the Congress their examination hall. He further 
expressed his thanks to the Royal College of Surgeons for the 
loan to the museum of the congress of many of their valuable 
and interesting specimens relating to the ear and nose ; he more 
particularly referred to those preparations by Professor Charles 
Stewart illustrating the comparative anatomy of the ear and nose. 





' The report has been furnished by Dr. Horne, one of the secretaries of the 
Congress, to these ARCHIVES, the Fourn. of Lar., Rhin., and Otol., and other 
periodicals. —H. K. 
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Sir Wm. MacCormac, President of the Royal College of Sur- 
geons, acknowledged the vote and congratulated Professor 
Pritchard upon his address and on the large numbers attracted in 
the cause of science. Sir Wm. MacCormac concluded by ex- 
pressing the pleasure it had afforded the College of Surgeons to 
lend specimens from their collections to the museum of the 
congress. 

The Secretary-General announced that letters expressing regret 
at inability to attend the opening ceremony had been received, 
amongst others, from the Prince of Wales, the Lord Mayor of 
London, and the President of the Royal College of Physicians. 
He further announced the attendance of delegates Professor 
Lucae and Dr. Arthur Hartmann of Berlin, from the German 
Otological Society ; the attendance of Dr. Delavan, from New 
York ; Dr. Allen T. Haight, from the Chicago Medical Society, 
and also from the Chicago Ophthalmological and Otological 
Society ; and Dr. H. A. Goldstein, from the Western Ophthalmo- 
logic and Otolaryngologic Association. 

Professor Grazzi, of Florence, president at the last congress, 
delivered an address in which he expressed pleasure that the 
hopes which he had entertained of the next congress being held 
in London had been realized. He regretted that so long an in- 
terval had elapsed between the fourth and fifth congress and he 
hoped that it would not recur. He spoke of the congress in 
Milan and of the work of Voltolini, and referred to Sir Wm. 
Wilde and Toynbee who had brought otology out of the terra in- 
cognita, also to Trélsch who had contributed so much to otology 
in Germany and who regarded himself as a disciple of the two 
English pioneers. Finally he offered a vote of thanks to Pro- 
fessor Urban Pritchard and to the British Organization Com- 
mittee for their successful efforts in promoting the present 
congress. He then proposed that the following telegram should 
be forwarded to Her Majesty the Queen. 

“The Sixth International Otological Congress which opened in 
London this day begs, on the proposition of Professor Grazzi, of 
Florence, to offer to Your Majesty its respectful congratulations 
on the completion of the 62d year of Your Majesty’s prosperous 
reign. From Urban Pritchard, President, Cresswell Baber, Sec- 
retary-General.” 

A reply was subsequently received from Sir Arthur Briggs, in 


the following terms : 
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“The Queen desires me to convey to the Sixth International 
Congress the thanks of Her Majesty for the congratulatory 
message received yesterday.” 

On the motion of Professor Politzer, seconded by Professor 
Lucae, the following were elected officers of the congress : 

Professor Urban Pritchard, President ; Mr. Cresswell Baber, 
Secretary-General ; Dr. Thomas Barr, of Glasgow, Dr. Benni, of 
Warsaw, Dr. Bobone, of St. Remo, Dr. Arthur Hartmann, of 
Berlin, and Dr. Lermoyez, of Paris, Secretaries; and Mr. Cum- 
berbatch, of London, Treasurer. The above to form the 
Editorial Committee for the Zransactions of the Congress. 

This completed the proceedings of the opening ceremony. 

Proceedings, Tuesday, August Sth. 
AFTERNOON SITTING. 


The President occupied the chair. The following papers were 
read and discussed : 

Dr. E. ScHMIEGELOw (Copenhagen), “A new method of 
measuring quantitative hearing-power by means of tuning-forks.”’ 

Professor G. GRADENIGO (‘Turin), “ A scheme for the uniform 
notation of the results of the investigation of hearing-power ” ; 
“A new optic method of acoumetry.” 

Dr. RicHARD Kayser (Breslau), “ Experimental investigations 


on the hearing phenomena in fluid media.” 
Dr. O. BrieGeErR (Breslau), ‘ Tuberculosis of the middle ear.” 
Dr. W. MILLIGAN (Manchester), “Some observations upon the 
diagnosis and treatment of tuberculous disease of the middle ear 


and adjoining mastoid cells.’ 

Dr. ARTHUR HARTMANN (Berlin), “Congenital and acquired 
anomalies of the external ear, with demonstration of specimens.” 

Dr. Rourer (Zurich), “The appearance of varices on the ear 
drums,” 

Dr. Bosone (St. Remo), “ The early involution of adenoid 
growths on the Riviera.” 

Dr. ALLAN T. Haicut (Chicago), “ Naso-pharyngeal adenoids 
as a causative factor in ear disease.” 

Proceedings, Wednesday, August oth. 
MORNING SITTING. 

The President in the chair. A general discussion on the 
indications for opening the mastoid in chronic suppura- 
tive otitis media was opened by Prof. Politzer (Vienna), Prof. 
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Wm. Macewen (Glasgow), Dr. Luc (Paris), and Prof. Knapp 
(New York). Prof. Lucae (Berlin) read a paper on the radical 
operation in chronic middle-ear suppuration. The discus- 
sion was then thrown open and the following took part in it: 
Prof. Guye (Amsterdam), Dr. Moure (Bordeaux), Dr. McBride 
(Edinburgh), Dr. Jansen (Berlin), Prof. Gradenigo (Turin), Dr. 
Noyes (New York), Prof. Kiimmel (Breslau), Prof. Eeman 
(Ghent), Dr. Brieger (Breslau), Dr. Barr (Glasgow), Prof. Faraci 
(Palermo), Dr. de Mendoza (Paris), Dr. Milligan (Manchester), 
Mr. Mark Hovell (London), Dr. Holmes (Cincinnati), Dr. 
Dench (New York), Mr. Cresswell Baber (Brighton), Dr. Hol- 
inger (Chicago), Mr. de Santi (London), Mr. Faulder White 
(Coventry), Dr. Lederman (New York), and the President. 
Professors Macewen and Knapp and Dr. Luc replied. 


Proceedings, Wednesday, August th. 


AFTERNOON SITTING. 


Professor PoLITZER presiding. Lantern demonstrations were 
given in the theatre by the following : 

Dr. ARTHUR HARTMANN (Berlin), on the “ Anatomy of the 
frontal sinuses and ethmoidal cells.” 

Dr. ALDREN TURNER (London), on the “Course and connec- 
tions of the central auditory tract.” 

Mr. R. D. Joyce (Dublin), on the “Topography of the facial 
nerve in its relation to mastoid operations.” 

Dr. L. Katz (Berlin) gave a demonstration in the museum of 
“Microscopic and macroscopic preparations of the organs of 
hearing,” which were very much admired. 

Papers were read by Dr. P. RupLorr (Wiesbaden), “ The opera- 
tion of the removal of adenoid growths with the head hanging over 
the table, while the patient is under the influence of chloroform ”’ ; 
Professor V. UCHERMANN (Christiania), ‘On rheumatic diseases 
of the ear.” 


Proceedings, Thursday, August 1oth. 


MORNING SITTING. 


Prof. GRAZZI presiding. 

The following papers were read : 

Dr. E. Méniére (Paris), “ On the treatment of chronic suppura- 
tion of the attic.” In the absence of Dr. Méniére this paper was 
read by Dr. Lermoyez (Paris). 
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Dr. Moure (Bordeaux), ‘Some points in the technique of 
trephining the mastoid.” 

Dr. E. B. Dencu (New York), “ The operative treatment of 
mastoid inflammation.” 

Dr. Dextre (Ypres), “ Panotitis with cerebral complications ; 
death ; autopsy.” 

Mr. ArtHUR H. CHEATLE (London), “The petro-squamosal 
sinus, its anatomy and pathological importance.” The paper was 
accompanied by lantern demonstrations. 

Prof. Grazzi (Florence), ‘‘ New treatment for chronic catarrhal 
inflammation of the pharynx, especially in relation to diseases of 
the ear. 

Dr. MALHERBE (Paris), “ Surgical treatment of dry chronic in- 
flammation of the middle ear, by scooping out the petro-mastoid 
bone with and without intubation.” 

Prof. AVOLEDO (Milan), “Two cases of facial complication re- 
sulting from extension of inflammation from acute suppurative 
disease of the external and middle ear. 

Dr. Louis Bar (Nice), “‘ Diagnosis of abscess in the interior of 
the mastoid and of furunculosis of the external auditory meatus. 

Dr. Costintu (Bucharest), “ The result of acoustic exercises on 
deaf-mutes.” 


Proceedings, Friday, August 11th. 
MORNING SITTING. 


Professors LuCAE and Knapp presiding. 

The following papers were read : 

Dr. GotpstTeE1n (St. Louis), “ Therapy of the tympanic mucous 
membrane.” 

Prof. EEMAN (Ghent), “Sclerosis of middle ear.” 

Dr. P. Lacrorx (Paris), “ The aural complications in ozena.” 

Prof. PoLirzer (Vienna), “ On the extraction of the stapes with 
demonstration of histological specimens.” 

Prof. OstMANN (Marburg), “On the curability of hitherto in- 
curable deafness by means of vibratory massage of the conducting 
apparatus.” 

Prof. Faract (Palermo), ‘“ The acoustic and functional 
importance of mobilization of the stapes.” 

Dr. G. Nuvo (Rome), “ ‘The pneumatic treatment of diseases 
of the ear.” 
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Dr. Fr. FiscHENICH (Wiesbaden), “‘ The treatment of:catarrhal 
adhesions in the middle ear by intra-tympanic injections of 
pilocarpine.” 

Dr. S. F. Snow (Syracuse, N. Y.), “ Twentieth-century prog- 
nosis in chronic catarrhal deafness.” 

Dr Mink (Zwolle), “ Pneumo-massage of the tympanum under 
high degrees of pressure.” 

Dr. GARNAULT (Paris), “‘ Mobilization (three years ago) of the 
stapes, in a man of seventy-two years of age, deaf for forty years, 
absolutely so for fifteen, with great and permanent improvement 
in hearing.” 

Dr. Rutten (Namur) showed an “exostosis of the middle 


ear. 
CLOSING MEETING. 
Friday Afternoon, August 11th 


The President occupied the chair and expressed his pleasure 
that an invitation had been received from France and that 
the next meeting would be held in the city of Bordeaux. 
The following were elected to form the new International 
Organization Committee, with Dr. Moure, of Bordeaux, as 
President-elect : 

America: Drs. CLARENCE BLAKE, and ORNE GREENE (Boston), 
Dencu, St. JoHN Roosa, and Knapp (New York), GoLpsTEIN 
(St. Louis), Bryan (Washington), RANDALL (Philadelphia), 
Hoimes (Cincinnati), Pierce (Chicago), Daty (Pittsburg), 
BarKAN (San Francisco), and Roatpés (New Orleans). 

Austria-Hungary: PouitzeR and Po.“Ltak (Vienna), Mor- 
PURGO (Triest), HABERMANN (Gratz), BoKE and Szenes (Buda 
Pest), and ZauFAL (Prague). 

Belgium: DELSTANCHE, CAPART, HUGET, Goris, and Cooser- 
MANS (Brussels), Detie (Ypres), Scu1FFERS (Liége), and EEMAN 
(Ghent). 

Denmark : SCHMIEGELOW and HOLGER Mycinp (Copenhagen). 

France: CHATELLIER, DE LA CHARRIERE, GELLE, MENIERE, 
BaRATOux, Luc, CAsTEXx, LERMOYEZ, LUBET-BARBON, LOEWEN- 
BERG, and GOUGUENHEIM (Paris), Moure (Bordeaux), NoQuET 
(Lille), and Lannois (Lyons), (with power to add to the 
number). 

Germany: Stacke (Erfurt), Passow (Heidelberg), KOrNER 
(Rostock), ROpkKE (Solingen), KirCHNER (Wiirzburg), BRIEGER 
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and Kime (Breslau), Lucar, HARTMANN, and JANSEN (Ber- 
lin), and Bezotp (Munich). 

Holland: Guyt, ZWAARDEMAKER, and PostHuMOoUS MEYJES 
(Amsterdam), Mott (Arnheim), and Van Anroory (Rotterdam). 

Ttaly: Grazzi (Florence), AvoLepDo (Milan), Bopone (San 
Remo), BrRuNETT! and PuTEL. (Venice), Seccui (Bologna), 
Faraci (Palermo), Cutncin1, De Rossi, and FERRER! (Rome), 
CozzoLino (Naples), Grapenico (Turin), Masinr and Pott 
(Genoa). 

Russia and Poland: BENN1 and HEIMANN (Warsaw), ORLOFF 
(Kief), PierkKowsk1 (Lublin), STEPANOFF, vON STEIN, and 
ScoTt (Moscow). 

Spain: Sunt-y-Mo.ist, Borry, and Verpds (Barcelona), 
SorA-y-Laspia (Seville), GONZALEZ ALVAREZ, and URUNELA 
(Madrid), Moresco (Cadiz), and Casanova (Valencia). 

Norway and Sweden: UCHERMANN and Horpye (Christiania), 
CETERBLAD and LAGERLOor (Stockholm). 

Switzerland; SECRETAN (Lausanne), Rourer (Zurich), and 
SCHWENDT and SIEBENMANN (Basle). 

British Empire: ARTHUR H. CHEATLE, CUMBERBATCH, DALBY, 
FIELD, DunDAs GRANT, HILL, Jopson HORNE, MACNAUGHTON 
Jones, Law, URBAN PRITCHARD, and St. CLAIR THOMSON 
(London), CrEsswELL Baser (Brighton), Mityican (Man- 
chester), BRONNER (Bradford), Paterson (Cardiff), STONE 
(Liverpool), McBriprE (Edinburgh), BARR (Glasgow), SANDFORD 
(Cork), FirzGrraLtp (Dublin), Barrett (Melbourne), and 
BirRKETT (Montreal). 

The Chairman next announced that the jury appointed to 
consider the applications for the Lenval prize, founded by 
Baron Lenval,—to be awarded to the author of the most marked 
progress bearing on the practical treatment of affections of hear- 
ing since the last congress, or to the inventor of any new 
apparatus readily portable, which improved considerably the 
hearing-power of deaf persons,—had awarded the prize to Dr. 
CHARLES DELSTANCHE, Of Brussels, for his instruments for treat- 
ing the middle ear. Upon the suggestion of Professor Grazzi, 
of Florence, a telegram was sent to Dr. Delstanche, acquainting 
him with the jury’s award. 

The President then delivered his closing address. He thought 
that too much was made of the President; he was but one 
of the many stones which together built up the congress. He 
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referred to the excellent work done by the Organization Com-. 
mittee, and more particularly to that done by the secretary- 
general, and the chairmen and secretaries to the various 
sub-committees and by the honorable treasurer, Mr. Cumber- 
batch. He also tendered his thanks to Mr. George Field for his 
hospitality. Lastly, he spoke of the work which had been done 
by the Museum Committee. When the suggestion, he said, 
was first made that a museum should be held in connection 
with the congress he was delighted, and still more so when 
Mr. Ballance kindly undertook the chairmanship, putting into 
the work all his enthusiasm. They had all worked with a will, 
and no two more so than Mr. Arthur Cheatle and Dr. Jobson 
Horne. The museum grew and grew, and the results which 
had so pleased them all had been worth the labor. After the 
museum had been dispersed, he said, and even after another 
museum of the kind had been formed, the catalogue would be a 
work of reference, useful to all otologists. He concluded by 
expressing his indebtedness to all the members of the congress 
who really formed the foundation layer of its success. 

A hearty vote of thanks to the President, proposed by Pro- 
fessor GRAZZI, was carried by acclamation. 

Dr. BENNI, of Warsaw, in the name of the foreign members, 
proposed a vote of thanks to the Organization Committee, to 
which Mr. Cresswell Baber replied and expressed the hope that 
the results of their work would be an encouragement for the 
future study of otology. 

Professor PoLiTzer, speaking in English, said : “ Mr. President 
and Gentlemen,—In every congress there is always one out- 
standing feature which remains in our memory forever; it 
will, I think, be allowed by every one here present that the 
outstanding feature of this congress has been the museum. 
I have attended every otological congress up to the present, and 
also seen every important museum in the world, and I do not 
hesitate to say that I have never before seen such a magnificent and 
well-organized museum, and I doubt if it will be possible to see 
such a one again. This result is due to the exertions of Mr. 
Cheatle, ably assisted by Dr. Jobson Horne. Those of us 
who have had to arrange specimens in the museum will join with 
me in giving unlimited praise to these two gentlemen for the 
never failing urbanity, their suavity of temper, and their amiable 
behavior in the midst of very trying circumstances. I take upon 
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myself to express to these gentlemen the thanks of the con- 
gress for their incessant and indefatigable labors which have 
so materially helped to render this congress such a great 
success.” 

Mr. CHEATLE thanked Professor Politzer for his kind expres- 
sions, and after a few farewell words from the President, the 
Sixth International Congress was brought to a close. 


PRESIDENT’S ADDRESS, 


“THE GROWTH OF OTOLOGICAL SCIENCE,” delivered Tuesday 
morning, August 8th. 


By the President, URBAN PRITCHARD, M.D. Edin., F.R.C.S. Eng., 
Professor of Aural Surgery in King’s College, London. 


In the name of the British Organization Committee, and in the 
name, indeed, of all British otologists, I wish to offer a very 
hearty welcome to our foreign colleagues and to their ladies. 

We thank you most sincerely for coming here, in many cases, 
hundreds—nay, even, I may say, thousands—of miles, in order to 
assist at this, the Sixth International Otological Congress, and I 
trust that your visit to London will be a very pleasant one ; at any 
rate, I may certainly promise that we will do all in our power to 
make it so. 

There is, however, one serious difficulty which, with all the 
good-will in the world, cannot be removed. I refer to the fact 
that, owing to the immense size of this London of ours, so much 
loss of time is entailed in getting from place to place. When I 
remember how conveniently we were located during the pleasant 
gatherings of congress at Basle, at Brussels, and at Florence, and 
the ease with which we were enabled to find our way about, I can- 
not help regretting that our vast metropolis cannot be, for the 
moment, brought within more manageable compass ; but as that 
is impossible, we must content ourselves with doing the best we 
can under the circumstances. 

In bidding you welcome I have used the word “ foreign” to 
our guests ; but I do not like that designation in connection with 
our congress. For Science acknowledges no differences of na- 
tionality ; she is, herself, all in all, and faithfulness to her the 
sole condition of citizenship in her kingdom. 

Therefore let us regard ourselves, not as under our national 
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flags, but as assembled in common brotherhood, marching to- 
gether under the banner of Otology, and forming one part of that 
army commanded by Science which is engaged in overthrowing 
the foes of humanity, those foes which have Ignorance, Vice, and 
Prejudice for their leaders. | 

Personally, I feel a thrill of pleasure in seeing so many valued 
friends assembled again for conference ; and of these may I be 
permitted to mention the names of Professor Politzer, Professor 
Guye, Professor Lucae, Dr. Arthur Hartmann, Professor Knapp, 
Dr. Méniére, and our last President, Professor Grazzi. 

But it is a real grief to miss some old familiar faces. ‘The 
genial President at Basle, Burkhardt-Merian, dear old Sapolini of 
Milan, Moos of Heidelberg, and Delstanche (pére) of Brussels, 
these are honored names which will long be remembered in the 
annals of otology, though they themselves have passed “ behind 
the veil.” 

Again, since our meeting in Florence, our branch of medical 
science has lost another faithful servant. I allude to Dr. Meyer 
of Copenhagen, whose name in connection with the discovery of 
post-nasal adenoids is so justly renowned. Lastly, among other 
names that must occur to each one of us, I will only refer to those 
of Professor Colladon of Geneva and Hewetson of Leeds, who 
were both to have taken an active part in our proceedings this 
week. 

We deeply regret also to note the absence, from unavoidable 
circumstances, of several friends whom we should so gladly have 
welcomed among us to-day ; and I am especially grieved that ill- 
health has prevented Dr. Charles Delstanche, our hospitable 
President at Brussels, from being at his accustomed place on this 
occasion,—I believe that it is the first time that our Otological 
Congress has not had the support of his energetic and cheery 
presence. 

Now, friends, it seems to me that at the opening of our con- 
gress it is well that we should recall briefly the story of the birth 
and growth of otological science, and with your permission I will 
say a few words on this subject now, dwelling more particularly 
on the advances made in it during the last thirty years. 

Although Toynbee is generally acknowledged to be the father 
of modern otology, for the date of its birth we must go back some 
3400 years to the then flourishing country of Egypt. For Professor 
Roosa, in his excellent treatise, refers to a certain ancient papyrus 
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(called, after its discoverer, the Papyrus Ebers) on which is written 
a monograph on “ Medicines for ears hard of hearing ” and “ for 
ears from which there is a putrid discharge.” And here, in our 
museum, may be seen a confirmation of the fact that ear troubles 
not only existed in those days, but that they could be cured ; for 
we have the good fortune to possess a curious old Egyptian relic, 
consisting of a wooden tablet on which is portrayed, in bas-relief, 
two effigies of the Sacred Bull, and two Auricles. This was un- 
doubtedly a votive offering to the god Hathor from some “ grateful 
patient.” 

In spite of its early birth, however, otology, except perhaps with 
regard to its anatomy and physiology, did not make itself of great 
importance until the second half of the present century. It is true 
that here and there a surgeon might have been found who had 
turned his attention, to some extent, to this subject ; and, indeed, 
our own Royal Ear Hospital in Dean Street, Soho, which is ac- 
knowledged to have been the first successful aural clinique in 
Europe,—and I believe in the world,—was established in 1816. 
But, speaking generally, we may safely assert that aural surgery 
continued to be more or less in the stage of infancy until between 
1840 and 1860, when the study was vigorously taken up by Sir¢ 
William Wilde and Toynbee, who thus gave a fresh impetus to the 
study of the pathology and treatment of diseases of the ear. 
Even then its importance was by no means generally recognized ; 
indeed, only thirty years ago it was a favorite saying of more than 
one celebrated surgeon, that “ear diseases may be divided into 
two classes: those which can be cured by any general practi- 
tioner, and those which, being incurable, may be relegated to the 
tender mercies of the ear specialists.” 

Is it any wonder, therefore, that in those days aural surgery 
was not only considered to be, but actually was very much mixed 
up with the name of quackery ; for, as scientific men refused to 
have anything to do with it, the door was left open for any charla- 
tan to enter, and many strange stories gained credence as to 
methods of treatment which the patient was required to undergo. 
Indeed, one of my earliest boyish recollections of aural surgery 
was hearing the story of how a child, a deaf-mute, had been cured 
by a skewer having been passed through his head from one ear to 
the other. Although a somewhat better knowledge of anatomy 
has since made me doubt the accuracy of this statement, still it 
is certain that strange things were both said and done in the 
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olden times, which did not redound greatly to the honor of the 
specialist. 

In my own student days I well remember the sarcastic manner 
of Professor Partridge—Dicky, as we used to call him at King’s 
College—when he said, “ Ah, gentlemen, a little wax is a godsend 
to an aurist” ; meaning, of course, that its removal was an easy 
method of earning a reputation. And, no doubt, there is a cer- 
tain truth in these words, though not exactly in the sense implied 
by the good old Professor ; for which of us has not found that, 
by removing a plug of serum which has either not been diagnosed 
or which has resisted all the efforts of the general practitioner to 
dislodge, we have gained kudos and an appreciation which many 
of our more delicate operations have failed to secure. 

Yes, otology had indeed a hard battle to fight before it could 
be said to have won honorable recognition among men of stand- 
ing in the medical profession ; and I shall never forget the letter 
which one of these wrote to me in 1872, when he first learnt that 
I intended to devote myself to this branch of study. After 
lamenting my decision, however, he did conclude by saying: 
“Now I suppose that | must not regard all aural surgeons as 
quacks.”” And may I add, as a kind of commentary on this 
letter, that within a few years afterwards the writer of it came to 
me as a patient. 

Things have indeed changed since then, for, instead of a few 
aura] surgeons scattered here and there in Great Britain, we have 
now at least a couple of hundred ; while the number of cliniques 
in London alone has been increased from two to three, to near 
upon twenty. And in many other countries this branch of medical 
science is even more strongly represented. 

As a natural result of the increased interest in the work, let me 
call attention to the unique museum connected with this con- 
gress, wherein is to be found the largest and most valuable collec- 
tion of otological specimens, a collection which could only have 
been brought together by the union of our international forces. 
The museum is so complete that if you had come to visit that 
alone your trouble would have been repaid. 

But in one respect there is still room forimprovement. I refer 
to the need for the better recognition of otology by our universi- 
ties and colleges. I am glad, however, to be able to report that 
one step has lately been made in this direction, for the University 
of Edinburgh has now made it one of the qualifying subjects for 
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her medical degrees, and I look forward, with hope, to the time 
when her example will have been generally followed. 

This “ new departure ” will, I trust, lead to a fuller recognition 
of the position of teachers of aural surgery. In this respect we, 
in the British Isles, are sadly behind other countries, where chairs 
of otology are numerous; whereas here, among all our univer- 
sities and colleges—where so many able lecturers are to be found 
—in King’s College, London, alone, is the dignity of a professor- 
ship conferred upon its teacher of aural surgery. 

Let me now pass in brief review the progress of the last thirty 
years. 

So far as the anatomy and physiology of the auditory appa- 
ratus are concerned, comparatively little has been added to the 
store of knowledge already gained, although a more intimate 
study of its parts has made that knowledge more complete and 
precise. 

In pathology, as might be expected, there has been consid- 
erable advance. 

In disease of the meatus, although aspergillus was discovered 
before this period by Meyer, Schwartze, and Wreden, yet it was 
not elaborated with any fulness until later. Also, the nature and 
classification of exostoses have been worked out within this 
period. 

Our knowledge of the changes in chronic middle-ear catarrh, 
and in sclerosis, has considerably advanced, although much here 
yet remains to be done. 

The effect of pathological conditions of the nose and naso- 
pharynx upon the auditory apparatus, adenoid vegetations more 
especially, has practically been discovered. ‘The world has yet 
to learn what it owes to Wilhelm Meyer. 

In chronic suppurative catarrh, disease of the ossicles, the im- 
plication of the attic, the antrum, and the mastoid cells have been 
worked out ; also the intercranial complications which sometimes 
follow. The nature of the granulations and polypi are now better 
understood ; and although Toynbee had already called our atten- 
tion to cholesteatoma, its pathological importance in connec- 
tion with mastoid disease ‘was not fully realized until quite 
lately. 

In the pathology of labyrinthine disease there has not, perhaps, 
been so much advance ; but Méniére’s disease is now better un- 
derstood ; and Politzer has made known to us a disease of the 
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bony capsule. Finally, the pathology of congenital syphilis 
affecting the internal ear has been partially worked out. 

Our means of diagnosis have been considerably improved. 

The diagnosis between affections of the conducting apparatus 
and the auditory nerve, which formerly was often confused, is 
now much more easily made out ; this is chiefly due to the study 
of the tuning-fork. 

Methods of illumination have very greatly improved, to the im- 
mense advantage of the surgeon. 

Bacteriology, again, has done much, and, in all probability, will 
do even more in the future, to help us in our diagnosis. Unfor- 
tunately, the essential apparatus is enclosed in such dense bone 
that the R6ntgen rays have been of but little assistance. 

In treatment there have been immense strides. 

Even in chronic middle-ear catarrh and in sclerosis, those 
diseases which hitherto have baffled our most strenuous efforts, 
a distinct advance has been made indirectly, especially in prophy- 
laxis, by treatment of the nose and naso-pharynx. 

In suppurative disease there has been very great improvement 
in treatment. By means of boric acid, alcohol, and other suitable 
antiseptics, simple otorrhcea has become much more manageable ; 
and a far larger proportion of such cases are now healed, even 
without operation. 

In the case of its complications,—caries, granulations, and 
polypi,—the advance made is most striking, and, in consequence, 
the large protruding polypus is now rarely seen; and no aural 
surgeon at the present time would be able to show so large a 
collection of those as Dr. Warden, of Birmingham, was in the 
habit of displaying some twenty-five to thirty years ago. 

Curetting of carious spots, and the removal of ossicles, so im- 
portant in the treatment of many cases, has only recently been 
introduced. 

This brings us to the wonderful stride made in the treatment of 
‘antrum and mastoid disease, for which we have chiefly to thank 
Professors Schwartze and Stacke, although many others have 
contributed to the advancement. How much agony has been re- 
lieved, how many lives have been saved, by these operations ! 

And, gentlemen, this advance of surgery has carried us still 
farther ; for, by the joining hands of general surgery and otology, 
intercranial suppuration has been robbed of many of its victims. 

But how, and why, is this? How is it that, formerly, our 
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surgeons were unable to cope with these intercranial conditions ? 
How is it that, now, we are able to operate on the tympanum, 
attic, and mastoid, practically with impunity ? 

Gentlemen, this is due to the adoption of antiseptic surgery. 
May I beg your indulgence for proudly claiming to be pupil, 
colleague, and brother professor of him whom I regard as the 
greatest man living to-day,—Lord Lister? Were it not that you 
would exclaim at my inconsistency, I should be tempted to add 
“compatriot” also. But yes, gentlemen, I will add the word. Not, 
however, in the sense in which I was just about to use it, that of 
English nationality ; but with reference to that ideal country to 
which I alluded at the beginning of my speech, and of which we 
otologists are all the naturalized subjects. Here, on the common 
ground of our chosen land, the land of Science, we may all 
proudly claim Lord Lister as our compatriot, all rejoice to serve 
under such a leader in the battle against diseas> and death. The 
world does not as yet understand the full benefits which he has 
conferred upon mankind, but we, naturally, being his compatriots, 
have a better opportunity for doing so; and I can only add my 
earnest conviction that it is by faithfully following the counsels of 
our superior officers that our advancing column can best secure 
future victories. 

Such, ladies and gentlemen, is the brief, and therefore neces- 
sarily inadequate, record of the progress of otology which I 
desired to lay before you. 

We have seen that this nineteenth century, which has brought 
to the world so many wonderful blessings in other directions, has 
not been unmindful of our branch of medical science. For, 
whereas at the commencement of the century the ear was regarded 
almost as a terra incognita, scarcely worth consideration except as 
the seat of one affection only,—that which was generally known as 
‘a deafness,’”’"—now at its close, this organ is fully explored ground, 
and has been proved well worth exploration. Otology has been 
raised from the rank of pseudo-quackery to an honorable position 
in scientific surgery, and its importance and bearing upon the body 
as a whole are now fully recognized. 

But while we rejoice in the progress made in the past, we must 
remember that much still remains to be done. For instance, we 
have yet to clear away that opprobrium of aural surgery, namely, 
the chronic non-suppurative disease of the middle ear. Shall 
we, in the near future, be enabled to cope successfully with this 
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hitherto invincible foe? Judging from the advance made in other 
directions, I am bold enough and sanguine enough to think that 
we shall; and, assuredly, when that help comes we shall all unite 
in blessing its victor. 

Now it is the province of our otological congresses to take 
this and similar problems into consideration. But the real value 
of these gatherings is not to be measured merely by papers and 
discussions. This is one of their uses, it is true, for interchange 
of ideas is always good; still, the chief value of thus meeting 
together with others who are all interested in one common subject, 
is the kindling of enthusiasm which is thus engendered,—an en- 
thusiasm which should serve to stimulate older and younger 
members alike to renewed efforts in the paths both of research 
and of practical treatment ; and therefore, in conclusion, I desire 
most heartily to wish that this, our Sixth Congress, may be 
successful in all these directions. 

Tuesday, Aug. Sth, 
AFTERNOON SESSION. 


The following papers were read : 

Dr. SCHMIEGELOW (Copenhagen) read a paper on a new 
method of measuring the quantitative hearing-power by 
means of tuning-forks. 

Many experiments, he said, had been made in later years to 
find a reliable method. There were the methods of Hartmann, 
Gradenigo, and Zwaardemaker, which, however, could not be 
called satisfactory, as they did not give exact results. In order to 
use the time and vibration of certain tuning-forks in measuring 
the hearing-power, it was necessary to know the vibration curve. 
If it were possible to measure the amplitude of each tuning-fork 
from the moment it was set in vibration to the moment when the 
tone died away, the difficulty in using forks as reliable tests of 
quantitative hearing would be solved. In the light of our present 
knowledge the amplitudes of the deeper forks only were measur- 
able. Bezold and Edelmann had, by means of a very cleverly in- 
vented instrument, constructed vibration curves of the deeper 
forks (from D’ to F), and from these they constructed a standard 
curve. They furthermore presumed that this curve, being almost 
the same in all the deeper forks, must be the same for every fork, 
even the highest ones. It seemed, however, said Dr. Schmiegelow, 
that Bezold and Edelmann had started from wrong conclusions, 
and that the result of their experiments did not agree with theory. 
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According to theory, the amplitudes decreased in an approxi- 
mately geometrical progression ; that is to say, the logarithms of 
the amplitudes diminished directly with the time. This theory 
was no doubt correct, but only as far as the small amplitudes were 
concerned (Jacobson), or, in other words, the logarithmical decre- 
ment was greater and irregular at the beginning, but towards the 
end it became nearly constant. By a very carefully drawn 
mathematical diagram, Dr. Schmiegelow showed that in an exam- 
ination of the curve found by Bezold and Edelmann it would be 
seen that the differences between the logarithms of the amplitudes 
corresponding to the time of 0-10-20, etc., 100 seconds to begin 
with, decreased as they ought to do, but afterwards increased. 
which they ought not todo. According to theory, they should ex- 
pect that the difference, after decreasing as it did to 0.151, ought 
to remain pretty nearly constant. ‘The difference, however, in- 
creased again, which meant that for some reason or other the 
vibrations were impeded at an increasing rate, and the curve 
therefore not correct. Everything tended to prove that the curve of 
the higher fork was different from that of the deeper ones, and 
that such fork had its own special curve. In order to find the 
curve of vibration for each tuning-fork G. Forchhammer and I 
proposed the following method : A tuning-fork is struck, and the 
time during which it is heard at different distances from the ear 
is determined. ‘The abscisses of the curve represent the distances, 
the ordinates the time of perception. The correctness of this 
method, said Dr. Schmiegelow, was founded on the fact that the 
amplitude was proportional to the distance at which the tone dis- 
appeared, the intensity of the tone being constant when the 
“ Horschwelle” was reached of the moment at which the tune 
ceased to be heard. ‘The method was also practicable, in so far 
that instead of the microscopic amplitudes the macroscopic dis- 
tances were measured, an advantage which was all the greater 
because the amplitude of the higher tuning-forks could not be 
measured microscopically. The forks examined were made by 
Edelmann in Munich, and were C G, c g, c' g’, c’ g’, c® g’, all of 
them unloaded. 

The experiments were made under as good conditions as could 
possibly be procured in the open air at some distance from town. 
If, for instance, they were going to find the curve of the c’ fork 
(261 vibrations), they would proceed in the following way: By 
six series of experiments they found that c' properly struck would 
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be normally heard for 7 seconds at a distance of 160 cm. from the 
ear, 14 seconds at a distance of 80 cm., 23 seconds at 40 cm., 37 
seconds at 20 cm., 62 seconds at 10 cm., 88 seconds at § cm., and 
117 seconds when held as close to the ear as possible without 
touching it. According to the theory, the differences between 
the time at a distance of 5-10 cm. and the distances 10-20 cm. 
should be the same, because close to the ear, where they had to do 
with small amplitudes, the time increased at an arithmetical ratio 
(with constant differences) if the distance diminished at a geo- 
metrical ratio. This theory was actually proved by the experiments, 
At the beginning of the curve (from 160-20 cm. distance) they 
found that the differences in time were smaller at the greater dis- 
tances from the ear, that they increased up to about 20 cm, 
distance, and then became constant as far as the final part of the 
curve was concerned. The fact was that a tuning-fork did not 
emit the tone from the external surface of the prongs, but the 
vibrations were presumed to spread out from two points which 
were situated between the external surfaces of the prongs. By a 
series of experiments they had found that the distance between 
the tone centre and external surface of the tuning-fork was about 
1 cm. in the forks C G, c g, c’ g', and c’, whilst the distance was 
about 1.5 cm. in the forks g* c* g* c‘ g‘ cc’. As the distances were 
reckoned from that surface of the prong which faced the ear, they 
must therefore add to the distance 5-10 and 20 cm., the distance 
of the tone centre from the external surface of the tuning-fork. 
With regard to the fork c’ the addition would be 1 cm. 

They were now able by means of calculated value of x and 
other experimentally found data to construct the curve for c’. 

If a patient heard the fork c’, for instance, 7 seconds, the fork 
being struck powerfully and held close to the ear, it meant that 
the patient’s minimum hearing-amplitude, or his “ Hérschwelle ” 


(threshold of audition), was ° = 123 times the normal for the dis- 


I I I : 
(133° = 15189 of 23 times. If the nor- 


mal hearing-power is equal to 1, the reduced hearing-power would 
be equal to 0.00007. Supposing, on the contrary, the patient 
heard the fork 62 seconds, his minimum hearing- amplitude would 


tance. His hearing-power 


II 


be a” ™ times the normal for the distance. His hearing- 
= ti rmal —- times th rmal, and = 
power @- * = J2.25 times 1 normal | times the normal, = 


0.0138 if the normal hearing-power was equal to 1. 
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In this way they were able to construct the curve of every 
tuning-fork, and thereby to find how much the hearing-power was 
diminished, if they only knew the time for which the fork was 
heard at a certain distance from the ear. 

By comparing the curves of the different forks, they now saw 
how greatly they differed. Some of them—the deeper forks— 
were steep and short; others—the higher forks—were flattened 
and long. In other words, the assumption of Bezold and Edel- 
mann, that the curves were always the same, was not correct, and 
one employing their method could not get at reliable results. This 
could easily be illustrated by some examples. For instance, the 
forks c-g'-c’-g’-c*. They were, according to his experiments, 
normally heard close to the ear during 328, 202, 162, 55, and 43 
seconds, respectively. Suppose they had a patient who heard 
these forks only for half the time, the normal hearing-power 
would, according to Bezold and Edelmann, for all tuning-forks be 


equal to 0.049 = — If, on the contrary, they used the special 


20 
curve of each fork, the result would be quite different, because 
they found that the decrease of the hearing-power for c would be 


I . I 
equal to 0.026 = = of the normal hearing; g', oo12 = = of the 
. 3 = I : : 
normal hearing; g*, 0.00006 = yale of the normal hearing ; and 
I ° 
c*, 0.000025 = of the normal hearing. 
40000 


The enormous difference between the results given by this and 
by Bezold-Edelmann’s method was obvious He therefore believed 
that if one wished to use the time in which a fork was heard to 
measure the quantitative hearing-power, it would first of all be 
necessary to know the curve of the forks employed. In order to 
find these curves, he hoped the method he had given would be 
useful. 

Dr. SCHMIEGELOW, replying to questions by Professor PoLITZER 
and Dr. DunpaAs GRANT, said the experiments he had carried out 
were in connection with the mathematical aspect of the hearing- 
power. In the clinical work they had used the very good and 
practical methods of Dr. Hartmann, but he thought they were far 
from reliable. If they wanted to compare the result of the hear- 
ing-power by the different tuning-forks, and to know the influence 
on the voice, they could not get any certain basis to work upon. 
He was only as yet on the fringe of the question. 








410 Fobson Horne. 


Professor GIUSEPPE GRADENIGO (Turin) read a paper on a 
scheme for the uniform notation of the results of investi- 
gation of hearing-power. 

The methods which he proposes have been already for some 
time used with good practical effects in the Clinic and in the Poly- 
clinic at Turin. The language employed is Latin. The various 
experiments are indicated by the initial letters of the authors’ 
names who have described them. Here is the scheme: 


AD 
S(18")W R(+16’), H, Hn, Ht, P, v, V, 
AS 
AD 
Cec’ cc? cc. 
AS 


Explanation, 


AD, AS = Auris dextra, auris sinistra. 

S = Schwabach’s experiment (c = 128 vibr.). Duration of normal] perception 
with own tuning-fork c = 18". 

W = Weber's experiment (c). An arrow designates the side towards which 
the lateralization takes place. 

R = Rinne’s experiment (C). Normal perception with own tuning-fork 
C=+ 16. 

H, Hm, Ht = AHorologium, watch per der, ad mastoidem, ad tempora. 

P = Polilzer’s acoumeter. 

v = vox aphona, whispering voice ; V = vox communis, conversational voice. 


The results of the measuring of the hearing-power for the vari- 


ous tuning-forks are expressed in hundredths of the normal 


duration of perception. 
The following example will better demonstrate the method : 


/ AD—S prope + + >5 0.30—0.15 >5 
S (18) +6 W R (+ 16) H Hm Ht P v Vv 
AS—15" 05 4+ + >5 2.00—1.00 <5 
AD 12 42 72 95 100 95 100 
» Cc c C ” c od 
AS 50 ~@80 87 95 100 100 100, 


Professor GIUSEPPE GRADENIGO read a paper on a new optic 
method of acoumetry. 

If we paint at the end of one of the branches of a tuning-fork 
which vibrates with sufficient amplitude a distinct figure (say a 
tall triangle), this figure will appear more or less doubled. The 
two images will overlap, the overlapping part being very distinct 
in outline and color ( field of double image), while the separate 
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portions will be much paler and less distinct in outline ( field of 
single image). As the vibrations diminish in amplitude the “ field 
of double image” becomes greater —the two images gradually 
merging into one. The growth of the field of double image cor- 
responds to the diminution of the amplitude of the vibrations of 
which it thus becomes a measure, 

When we choose a figure in the form of an inverted Y (A), 
black upon white ground, and if we mark it transversely with lines 
or steps forming various segments (models and photographs shown), 
we can in this manner obtain an exact index of the amplitudes of 
vibration at any instant of the tuning-fork’s decrement. Since 
the amplitude of vibration is directly proportionate to intensity 
of the sound, we have thus an excellent clinical method of acou- 
metry. Professor Gradenigo expressed his thanks to Dr. G. 
Ostino, Professor C. Reymond, Dr. C. Gaudenzi, and Dr. O. Pes 
for their valuable help in these researches. 

The best results are obtained with forks whose branches make 
wide excursions (up to 60 vibrations a second) ; but the method 
can also be used with forks up to 250 vibrations. 

As the examination with low notes is of great value in the study 
of the affections of the sound-conducting apparatus, the method 
is very useful in spite of this limitation. 

Of the facts which he had been able to elicit, he wished only 
here to refer to the two following ones : 

1. In the vibration period measured with the said method, the 
decrement of amplitude goes according to the geometrical pro- 
gression in proportion to the time, 

2. The individual mistakes in the appreciation of the duration 
of the sound-perception in persons not accustomed to this kind of 
researches—that is, in most of our patients— are much greater 
than one would believe without such a direct objective control. 

Dr. R. Kayser read a paper on experimental investigations 
of acoustic phenomena in fluid media. 

The final sound-vibrations, Dr. Kayser said, which determine 
hearing, take place in the cochlea, and therefore in a fluid me- 
dium. It has hitherto been impossible to investigate the conduct 
of vibrating bodies in fluids, because there has been no means of 
recognizing with any ease the vibrations of a body in water. He 
said he had, however, found a method of overcoming the diffi- 
culty. It consists in the use of a telephone, which is so modified 
that the plate of metal is surrounded on all sides by liquid. (Dr. 
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Kayser then gave a description of this water-telephone.) By 
means of this method it has been easy to prove that spoken 
sounds, or the sound of a tuning-fork in front of the plate, throw 
the metallic plate into feebler vibrations than when there is no 
water present. Low tuning-forks from C' downwards, and high 
ones from c‘* upwards, are not heard at all. If we imitate the 
conditions in the ear, with two openings closed by means of 
membranes (fenestra ovalis and fenestra rotunda), and put one of 
these openings in communication (by means of a columella) with 
a membrane corresponding to the membrana tympani, the follow- 
ing takes place : If the second opening is closed by means of any 
unyielding mass so that a distension of the fluid outwards is pre- 
vented, then the production of a sound in the telephone is no 
weaker than when similar distension of the fluid is present. It 
thus appears to result from this experimental proof that the molec- 
ular vibrations of the auditory ossicles have a greater significance 
than they were credited with according to the theory of Helm- 
holtz, at present held. Further, it is proved by means of the 
water-telephone that the diminution of the intensity of vibrations 
is increased in proportion to the bulk of liquid which lies upon 
the metal plate, and the degree of its viscosity. In glycerine or 
milk the diminution of the intensity of the vibrations is markedly 
greater than in water. 

Professor LucaE said: It is not surprising that the sound 
should get weaker whenever you put a sounding tuning-fork into 
the water ; it is new, however, that certain sounds, the higher and 
lower ones, should get lost. If you put a sounding tuning-fork 
into the water, the sound gets lower up to the extent of an octave. 
Whether the human voice gets so much lower too is the next 
question. Because the sound gets so much lower by the pressure 
of the water, it does not necessarily imply this. 

Dr. Kayser, closing the discussion, said: It is a well-known 
fact that the pitch of a tuning-fork diminishes under water, but | 
do not know whether it is as much as an octave. However, with 
the telephone under water this could be easily proved. The 
tuning-fork is brought to sound under the water, and the receiver 
on the other end will give undeniable evidence. The lowering 
may be a fifth, but hardly an octave. The human voice is not in- 
fluenced. It may be difficult to prove that actually, but so far I 
could not find any evidence of it. 
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Dr. E. CooseMAn (Brussels) read a paper on the hearing- 
power of “beetlers.” Contribution to the study of 
“ occupation ” deafness. 

We have long recognized the injurious influence exerted on the 
organ of hearing by certain manual occupations carried on in the 
midst of a violent noise. Among these “noisy occupations ” 
mention has not yet been made of the “ beetler,” — that is to say, 
of the worker in linen,—who carries on his occupation in the 
midst of the noise of the “ beetling’’ machine, composed of 
twenty metallic hammers, each weighing roo kilos and giving 400 
strokes a minute. In the workshop of which the workers have 
been examined by the writer, there are twenty machines of this 
kind or similar to them. When all the machines are working 
together we may calculate that they give 160,000 strokes in the 
minute. The noise thus produced resembles the continuous 
rolling of thunder, which shakes the workshop and everything 
in it. 

The number of workmen examined amounted to seventeen. 
Most of them were seen a few hours after leaving the factory. 
All complained of hearing badly immediately after leaving off 
work ; but the delicacy of hearing returned by degrees after two 
or three hours to such an extent that, after their Sunday repose, 
they felt that they heard almost as well as other people of their 
age. 

The workers examined have been exposed to the “ beetle”’ for 
a length of time varying from two to thirty-nine years, six days 
every week, from six in the morning to six in the evening. 

The remarkable fact, which at first sight seems almost incredi- 
ble, is that not one of them is absolutely deaf, not even a man 
of sixty-one years of age, who has worked at the “ beetle” machine 
for thirty-nine years. His hearing is absolutely normal. 

In fourteen out of the seventeen the writer has detected various 
lesions of the nose, of the pharynx, of the ear, or the presence of 
jnveterate habits of the abuse of alcohol or tobacco, which pre- 
dispose to the diminution of hearing. 

The author explains the innocuous character of the noise in 
question to the fact that it is extremely dull, although violent, 
and that it is continuous instead of being intermittent, as in many 
other occupations. 

The writer has come to the following conclusions : 

All noisy trades are not necessarily injurious to the hearing. 
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In order that they should be injurious the following conditions 
are necessary : 

1. That the workmen should be predisposed to affections of 
the ear by the existence of lesions of the nose or pharynx, or else 
by inveterate addiction to alcohol or tobacco. 

2. That the noise should be intermittent. 

3. That it should be of a comparatively high-pitched tone. 

D. G. (7rans.). 

Dr. W. MILLIGAN (Manchester) read a paper on Some obser- 
vations upon the diagnosis and treatment of tuberculous 
disease of the middle ear and adjoining mastoid cells. 

Mr. President and Gentlemen,—The widespread interest which 
has of late been manifested in this and other countries in the 
endeavor to check the ravages of tuberculous disease in its 
numerous forms has an interest to the otologist, not only on 
account of the general merits of the case, but more especially on 
account of the frequency with which tuberculous lesions are met 
with in and around the middle ear. 

The factors which come into play in producing tuberculous 
lesions of the middle ear and its adnexa are but imperfectly 
understood, and their investigation opens up a wide field for 
research and experiment. 

Does the bacillus gain entrance to the middle ear by way of the 
Eustachian tube, or is it conveyed along the vascular or lym- 
phatic channels? What also is the relation between tuberculous 
naso-pharyngeal adenoid vegetations and tuberculous middle-ear 
disease ? 

Questions such as these are not easily answered, and yet their 
solution must appeal to all as being of much importance. 

For some years past I have been particularly interested in this 
subject, and as opportunity has presented itself, have endeavored 
to investigate these questions both in their practical and in their 
scientific aspects. 

That a large proportion of the cases of suppurative middle-ear 
disease with accompanying bone lesions met with in practice are 
of a tuberculous nature, will, I think, be admitted by all, and that 
the prognosis in such cases is not very favorable will, I believe, 
be conceded by those who have had large clinical experience. 

The characteristic features of tuberculous middle-ear disease 
may be somewhat masked on account of an accompanying patho- 
genic infection, and an accurate diagnosis may be impossible if 
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one relies upon finding the bacillus of tubercle in the secretion 
from the middle ear. 

Time after time it has been my experience to examine cover- 
glass preparations of pus from the middle ear for bacilli, and with 
negative results, although the tuberculous nature of the lesion 
has been proved beyond all doubt by means of inoculation 
experiments and by the subsequent clinical history of the case. 

In my experience primary tuberculous lesions of the middle 
ear and adjoining mastoid cells are comparatively common, es- 
pecially among the children of the poorer classes, and I believe 
also that secondary tuberculous infection from such a primary 
focus is by no means of infrequent occurrence. 

Amongst causes which may be considered predisposing are 
the following: (1) hereditary tendency ; (2) unhealthy environ- 
ment; (3) unsuitable feeding; (4) exposure to infection from 
tuberculous relatives; (5) the presence of tuberculous naso- 
pharyngeal adenoids. 

The relation of nasal obstruction to tuberculous middle-ear 
disease deserves special consideration. In many of my cases post- 
nasal adenoids have been present, and in a small proportion have 
themselves been tuberculous. ‘The almost constant degree of 
Eustachian catarrh which their presence implies produces a soil 
which is favorable to the growth of the tubercle bacillus, and 
once it has found a footing in the middle ear the conditions favor- 
able to its development are present, viz., a suitable soil, absence of 
light, a more or less uniform temperature, etc. 

In the early stages these tuberculous foci appear as slightly 
elevated yellowish points in the mucosa, after a time coalescing 
and breaking down to form superficial ulcers. 

Should the deposit occur upon the inner aspect of the mem- 
brane, perforation ensues. Such perforations may be multiple, 
and the destruction of tissue is usually quite painless. The edges 
of such perforations have a pale, indolent-looking appearance, 
and the accompanying discharge from the ear is usually thin, 
ichorous, and frequently foetid. 

Within the mastoid cells such deposits are also frequent, and I 
am inclined to think that in some cases, at least, the disease begins 
first of all within the mastoid, and subsequently spreads to the 
middle ear. Ata very early stage the bone becomes affected, and 
undergoes an amount of destruction which is almost inconceivable, 
considering the comparatively slight external indications present. 
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In some cases which have come under my observation practically 
the entire cancellous tissue of the mastoid—occasionally of both 
mastoids—has been eaten away, leaving merely a bony shell upon 
which the middle fossa is poised. Owing to this early and 
extensive destruction of bone, the facial nerve in part of its course 
is exposed, with resulting facial paralysis. In fact, early facial 
paralysis in a case in which sthenic symptoms have been absent 
should, I hold, always be looked upon with suspicion and as a 
probable manifestation of an underlying tuberculous lesion. Early 
implication and enlargement of the glandular structures around 
the ear is also a most important symptom, and when masses of 
enlarged glands occur around the ear any discharge from the 
tympanic cavity should be microscopically examined for bacilli. 
To definitely establish the fact that the aural lesion is of a 
tuberculous nature the characteristic bacillus must be found. This 
may be an exceedingly difficult task, but in all cases it is worth 
while staining and examining the secretion from the middle ear. 
Should no evidence of its presence be found in this way, small 
pieces of granulation tissue may be removed by forceps pressed 
between two cover-glasses and stained in a suitable manner. 
Occasionally bacilli will be found in such preparations. The 
method which I believe gives the most reliable results, however, is 
the inoculation of guinea-pigs with small fragments of tissue 
removed from the middle ear or adjoining mastoid cells, and I 
believe that it is advisable to inoculate with fragments of bone and 
mucous membrane removed from an area where the disease is seen 
to be advancing. In many such cases when the mastoid has been 
opened for the purposes of treatment, a pultaceous-looking mass 
will be found filling up the cavity, but this material is practically 
valueless for experimental purposes, consisting as it does of broken- 
down tissue, inspissated purulent débris, and epithelial cells. 
When, however, it has been removed by means of a spoon and 
the underlying bone exposed, it will be seen where the disease is 
making progress, and from where a scraping of bone should be 
taken. In my experiments I have inserted a fragment of tissue 
obtained as above described into a guinea-pig’s hind-leg just about 
the knee-joint, all hair having previously been removed by singeing 
with a platinum knife. A small pocket is now made with a 
sterilized needle, and the tissue carefully inserted. In afew weeks’ 
time, should the tissue inoculated be tuberculous, the inguinal 
glands will be found enlarged, and as time goes on the tuberculous 
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virus will be found to have spread over the animal’s body, the 
glands and viscera being attacked in the following order, according 
to the results obtained by Professor Delépine : 

During the second week after inoculation the lymphatic ganglia 
upon the same side of the body below the diaphragm and the 
spleen will be found enlarged. 

During the third week, the liver, the mediastinal and the bron- 
chial ganglia. 

During the fourth week, the lungs, the cervical and the axillary 
ganglia. 

After the fourth week some of the lymphatic ganglia of the 
opposite side of the body below the diaphragm become affected, 
but this takes place extremely slowly, and the sublumbar and 
popliteal glands escape for a considerable time. 

Microscopic sections made from these glands, and stained for 
bacilli, will frequently be found to reveal their presence. 

In this way a definite diagnosis of the actual character of the 
underlying lesion can be made, and the value of the knowledge 
thus obtained is naturally immense, both as regards prognosis 
and treatment. 

The course of such tuberculous lesions is only too often a 
downward one, despite the most elaborate and painstaking treat- 
ment. ‘The practical difficulties encountered in removing tuber- 
culous deposits within bone are immense, and in no region of the 
body are these difficulties greater than when tubercle attacks the 
temporal bone, for reasons which must be obvious to all here. 

The complications which have to be feared are : (1) meningitis, 
(2) tubercular enteritis, (3) general marasmus. 

The treatment of such cases must be considered from two 
points of view, according as it is non-operative or operative. 
Cases will be met with, especially in infants, where any operative 
interference will from the first be seen to be hopeless. 

Such are the cases where marked debility and emaciation are 
present, where advanced facial paralysis and masses of enlarged 
glands have been early symptoms, and where the discharge is 
abundant, foetid, and frequently blood-stained. In such cases 
palliative measures, antiseptic treatment, and, if possible, resi- 
dence at the seaside, are indicated, but I am bound to say that in 
the majority of such patients whose cases I have followed an 
early death has been the usual history. The prognosis in such 
cases I believe to be essentially bad. 
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In other cases, however, where the present condition of the 
patient is good (and often enough it is so), and where the tuber- 
culous lesion may be regarded as primary and local, much can be 
done by suitable operative interference. It is almost superfluous 
to say that the first and the main essential is to provide free 
drainage. This implies opening and cleansing the mastoid cells, 
and it is a remarkable fact how often in such cases, without any 
external and objective sign or indication, the mastoid cortex will 
be found extensively perforated, and a pultaceous mass immedi- 
ately exposed to view. Under good illumination a very careful 
toilet of the part should be effected, and this can generally best 
be done by means of a sharp spoon. All softened and carious 
bone must be scraped away, and as smooth a cavity left as 
possible, even if this necessitates laying bare the dura and walls 
of the lateral sinus. ‘The cavity thus obtained should be allowed 
to granulate from the bottom, and care must be taken to stimu- 
late any sluggish area by means of applications of chloride of 
zinc, nitrate of silver, etc. Frequently more than one scraping 
is necessary as fresh foci of disease appear. In one particular 
case which came under my treatment some years ago, and where 
the cause was proved to have been feeding with milk from a 
tubercular cow, five separate operations had to be undertaken 
before the morbid process was eradicated, which, however, it 
finally was, and the child has now grown up a healthy and sturdy 
boy. In very many of the cases the middle ear has been so 
extensively destroyed that its function as an organ of sense may 
be disregarded. Under such circumstances its contents should 
be freely curetted, and middle ear, antrum, and mastoid cells 
thrown into one cavity, and allowed to become obliterated by 
means of healthy granulation tissue. Where, however, a fair 
degree of hearing is present, efforts should be made to preserve 
the function of the organ so far as is possible. 

An important point arises in connection with the treatment of 
the accompanying enlarged glands. Some of the glands may be 
enlarged purely as the result of septic absorption, and if the 
morbid cause be removed this enlargement will gradually subside, 
especially if aided by suitable treatment. But many of the glands 
are of a tuberculous nature, and are prone to undergo caseous 
degeneration, while at the same time they are a source of possible 
systemic infection. Hence I hold that afterthe mastoid area and 
the cavity of the middle ear have been attended to, and as soon 
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as the condition of the patient admits of it, another operation 
should be undertaken with the object of removing these enlarged 
and tuberculous structures. 

The facial paralysis which so often accompanies tuberculous 
disease of the middle ear is unfortunately usually permanent. 
Something may, however, be done by facial massage, and the 
internal administration of strychnia to assist in maintaining the 
tonus of the facial muscles. 

General treatment, such as the exhibition of cod-liver-oil, 
iodide of iron, syrup of iodine, etc., is useful, as also are change 
of air and liberal diet. The general conclusions from a study of 
these cases may be summarized as follows : 

1. That primary tuberculous disease in and around the middle 
ear is of fairly frequent occurrence, and that it most usually at- 
tacks the children of the poor, especially the poor of our larger 
cities. 

2. That a generalized tuberculous infection may arise from a 
primary focus within or around the middle ear. 

3. That the prognosis in such cases is not very favorable, at 
least 40 to 50 per cent. of the cases succumbing, even after 
operative treatment has been undertaken. 

4. That in many of the cases operative interference is contra- 
indicated, owing to the extent of the existing disease and the 
asthenic condition of the patients. 

5. That when operative interference is feasible, the main object 
should be to scrape away all available foci of disease and to 
provide efficient drainage. 

6. That the best and the most reliable means of establishing 
the tuberculous nature of the disease is by means of properly 
conducted inoculation experiments. 

Dr. ARTHUR HARTMANN (Berlin) read a paper on congenital 
and acquired atresia of the meatus externus. 

Dr. Hartmann referred to previous reports on atresia auris 
congenita, which he considers should more correctly be regarded 
as absence of the external meatus. 

He demonstrated two preparations with plaster casts of the 
rudimentary external ears of the same. 

The first specimen was from a new-born infant, in which on 
both sides there was complete absence of the annulus tympanicus 
and membrana tympani, whilst the tympanic cavities and ossicles, 
though present, were not quite normally developed. In the 
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second specimen, from an adult, the external meatus—7.e., the pars 
tympanica and membrana tympani—was completely wanting. 
The articular surface for the jaw was on the anterior surface of 
that portion of the temporal bone which normally forms the pos- 
terior wall of the meatus. In this case also the tympanic cavity, 
the ossicles, and the antrum mastoideum were somewhat abnor- 
mally developed. 

These specimens were important in their bearing on the ques- 
tion of the operative establishment of an external auditory 
meatus in cases of atresia congenita. They showed that this was 
not possible. ; 

It is well known that even with both meatuses absent, hearing 
and understanding of speech can exist. 

Reports of complete acquired closure of the meatus were rarer 
than those of congenital absence of the meatus. Dr. Hartmann 
reported a case he had seen in which after diphtheritic-scarlatinal 
otitis the ossicles on both sides came away, and later complete 
bilateral bony occlusion of the meatus supervened. 

Sufficient hearing-power remained to prevent the onset of deaf- 
mutism, loud speech being heard. On one side the meatus was 
restored by operation. After turning forward the auricle the new- 
formed bone was chiselled away, and the cavities of the middle 
ear laid bare, as in the radical operation. The meatus was cov- 
ered by means of Kérner’s flaps. Healing was very slow. ‘The 
hearing was considerably improved. 

In the discussion which followed Dr. HOLINGER (Chicago) said 
that the paper was very interesting to him, because he was at 
present faced with the question whether to operate in such a case. 
In examining 510 children of the Institute for the Education of 
the Deaf and Dumb, in Jacksonville, he found a girl of fifteen 
with absence of both auditory canals. The girl was growing 
more and more deaf on account of constantly recurring attacks 
of otitis media. The first attack came on after scarlet fever, and 
the pus broke through the mastoid. The question of operation 
answered itself. He should operate in the following way. He 
should chisel behind the auricle down to the middle ear, and re- 
move the malleus and incus. He should allow the wound to 
granulate and then cover, according to Siebenmann, with 
Thierch’s grafts. Thus he should create a canal behind the ear. 
The operation would be to improve hearing and to stop the 
recurrence of the suppuration. 
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Dr. HARTMANN, closing the discussion on his paper, said : It is 
not advisable to operate on such cases as long as there is no in- 
flammation. I do not believe that an operation according to 
Professor Siebenmann will improve the hearing-power. If there 
is recurrent inflammation, as in the case of Dr. Holinger, we may 
proceed as he advised. 

Professor V. UCHERMANN (Christiania) read a paper on rheu- 
matic diseases of the ear, which he sums up as follows : 

1. Rheumatic fever is sometimes preceded, sometimes accom- 
panied, by otalgia, alone or together with an acute swelling and 
injection of the drum and the adjacent bony meatus, followed by a 
serous or sero-fibrinous secretion of the middle ear (otalgia, myrin- 
gitis, otitis externa, otitis media rheumatica), or it may be com- 
plicated during its progress with affections of the middle ear and 
the internal ear (labyrinth, perhaps the auditory nerve). 

2. There are other more independent rheumatic ear diseases 
with persons of a rheumatic constitution or tendency (previous 
rheumatic fever, etc.). The ear affection appears as an otitis 
media serosa with yellowish, half-fibrinous exudate, or as a 
(secondary) sclerosis with progressive character. 

3. The characteristics of the different forms are: In the acute 
forms—painfulness, excessive injection, and the tendency to the 
formation of fibrinous exudates. In the chronic forms—the 
tendency to the formation of fibrinous exudates, and the tendency 
to affect the bony capsule, with severe tinnitus and slow but steady 
progression. Salicylic acid seems to influence the acute forms 
but not the chronic. These latter, judging from the experience of 
a case at present under my treatment, are perhaps more influenced 
by a general rheumatic treatment. 

In the discussion which followed Dr. HARTMANN said: The 
paper of Dr. Uchermann reminds me of one patient who probably 
comes in this line. A man slept one very cold and wet night in 
the woods ; when he awoke he found he had completely lost his 
hearing. 

Dr. UCHERMANN, Closing the discussion, said: It is possible 
that Dr. Hartmann’s case comes in this line, but we will have to 
differentiate between acute catarrhal inflammation of the ear and 
rheumatic inflammation of the middleear One is easily amenable 
to treatment with salicylic acid, the other is not. Furthermore, in 
rheumatic cases we always find other manifestations of rheuma- 
tism ; exceptionally, rheumatic otitis shows infiltration and exuda- 
tion in the ear alone. 
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Dr. T. BoponE (San Remo) read a paper on the early invo- 
lution of adenoid growths on the Riviera. 

The paper was a contribution to the etiology of adenoid 
growths. Dr. Bobone said he had for some time been struck by 
the fact that adenoids are excessively rare amongst the natives at 
San Remo. Moreover, he had observed that adenoids met with in 
patients coming to the Riviera, and for the removal of which the 
parents would not consent to an operation, slowly involuted ; so 
that some months afterwards nasal respiration became possible, 
speech was much improved, the tendency to taking cold and to 
coughing with very slight provocation was lost, and the nor- 
mal development of the child took place. Dr. Bobone is of the 
opinion that pure and simple involution of the adenoid growth, 
although not generally admitted, is possible ; and this involution 
he attributes to the same cause as the scarcity of the vegetations 
amongst the natives. That cause, he says, must be looked for in 
the dryness of the climate and the clearness of the atmosphere on 
the Riviera. The other etiological factors for adenoid vegetations 
mentioned by writers on the subject, such as geographical lati- 
tude, diatheses, discharge from the nose, infectious fevers, are also 
to be met with at San Remo, and notwithstanding this the adenoid 
vegetations, as already stated, are so rarely met with. Dr. Bobone 
believes the most important factor to be the humidity of the 
climate of the country, and that the greater the humidity the larger 
will be the number of children with adenoids. He has been able 
to demonstrate this fact by collating the geographical distribution 
of adenoids in Italy, and he gave a table showing that the fre- 
quency with which the cases are met with increases directly with 
the humidity of the climate of the different localities referred to. 

Dr. Bobone is also of the opinion that a factor which fre- 
quently complicates a simple case of adenoids is inflammation- 
adenoiditis. In the localities where the vegetations are most 
frequently met with there also is a corresponding increase in the 
attacks of adenoiditis, favored as it is by the cold, fog, and the 
damp, whereas on the Riviera the warmth and dryness of the cli- 
mate are unfavorable to the development of these attacks, and when 
the vegetations are not irritated by inflammation the involution 
can take place. Dr. Bobone added that in cases in which the par- 
ents would not consent to an operation the good results he had 
obtained by treatment he attributed more to the action of the 
climate than to other remedies. 
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Dr. RupLorr (Wiesbaden) read a paper on the operation 
for the removal of adenoid growths with the head hang- 
ing over the table, while the patient is under the influ- 
ence of chloroform. 

In his opening remarks Dr. Rudloff drew attention to the 
method of performing operations on the hanging head, in cases 
in which there is danger of blood suction. He then described his 
method, of which he had made use during the last eleven years. 
His experience included over seven hundred cases. He advo- 
cated the free administration of chloroform, and employed Boeck- 
er’s and Hartmann’s curette in performing the operation. In 
describing the method of operating he drew attention to the 
following points : 

I. Adenoid growths occasionally have their origin in Rosenmiil- 
ler’s fosse. In removing them it is important (a) to avoid injury 
to the pharyngeal orifice of the Eustachian tube; (4) to bear in 
mind that the tissue surrounding the carotid artery extends into 
the lateral wall of the fossa, and that danger of injury to this 
artery is to be guarded against. How necessary this warning is, 
is proved by the case recorded by Schmiegelow. 

II. Adenoid growths must be thoroughly removed (a) in order 
to avert as far as possible the danger of recurrence; (4) because 
a cettain percentage of the cases which occur are tuberculous. 

ILL. If the tonsils are enlarged it is advisable to remove them 
sone time previously. 

Dr. Rudloff illustrated his method by means of a specimen 
(sagittal section through the head), and exhibited the instruments 
he employed. He further showed casts illustrating the varying 
dimensions of Rosenmiiller’s fosse and the relation existing be- 
tween these fossze and the orifices of the Eustachian tubes, and 
referred to a specimen showing the relation between the carotid 
artery and the lateral wall of Rosenmiiller’s fossz, which was ex- 
hibited in the congress museum. His statistics recorded a re- 
currence of three anda half percent. In concluding he remarked 
that he did not necessarily confine himself to the method he had 
described, but adapted it to the individual requirements of the 
cases which came under his care. 

Dunpas GRanT, M.A., M.D., F.R.C.S., read a paper on 
diminished bone-conduction as a contra-indication for 
ossiculectomy.’ 

' Contribution to the Proceedings of the International Otological Congress in 
London, August, 1899. 
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With very few exceptions, all authorities in otology are agreed 
that under certain circumstances, namely, as the result of adhesions 
arising from purulent or non-purulent inflammatory changes, the 
malleus, incus, and membrana tympani, whether whole or incom- 
plete, are useless and even prejudicial for the transmission of 
sonorous vibrations to the stapes, and under such circumstances 
the question of their removal may be usefully considered, quite 
apart from the major operations required for the saving of life, 
and, indeed, the performance of ossiculectomy becomes a duty. 

If the outer ossicles are fixed, and hamper the movements of a 
presumably or possibly mobile stapes, their removal is indicated 
on account of the hearing-power, apart from other and even 
weightier considerations. Of course, we must not remove ossicles 
if our so doing is at all likely to make the hearing worse—that is 
to say, if these ossicles are of functional value. How are we to 
decide on this point? According to Politzer, hearing for the 
whisper at the distance of 1 metre is a very strong contra-indica- 
tion against ossiculectomy. If the deafness is entirely or to a 
great extent due to concomitant disease of the internal ear or 
auditory nerve, it is obvious that the results, gvd@ hearing, obtain- 
able from ossiculectomy can be of little or no value. Diminished 
bone-conduction is therefore a contra-indication. In suppurative 
cases it suggests a labyrinthine complication, and, it may be, a 
tuberculous affection of the petrous bone, as without this the ten- 
dency is for the tympanic changes to bring about an increase of 
conduction through the bones. 

Two cases are reported to illustrate some improvement of hear- 
ing by ossiculectomy though bone-conduction had been diminished. 

Summary. The presence of the ossicles may interfere with the 
hearing-power in post-suppurative cases in the following ways: 

1. By being fixed themselves, and thereby making the stapes 
immcbile. 

2. By favoring the accumulation and retention of desquama- 
tive and exudative products which impede the movements of the 


stapes. 
3. By preventing the application of a cotton-wool drum to the 


stapes. 
Their removal is under these circumstances justifiable and 


desirable, if the hearing-power is less than for the whispered voice 
at 1 metre and the bone-conduction is good. 
Even if the bone-conduction ts diminished to some extent, a slight 
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improvement in hearing may follow the operation of ossiculectomy. 
A very slight improvement in hearing may make the difference to 
the patient of being able to follow his employment. 

Therefore, when hearing is so bad that the patient is unable to 
follow his employment, it is justifiable to remove the outer ossicles 
and remains of the membrane, even though there is some diminu- 
tion of bone-conduction. 

Dr. ALLAN ‘Il’. HaiGut (Chicago) read a paper on naso-pharyn- 
geal adenoids as a causative factor in ear diseases. 

The general belief that adenoid vegetations were never present 
after the thirtieth year was contradicted by Couetoux, of Nantes, 
who operated upon a man of sixty-five to cure a marked unilateral 
deafness. Dr. Haight had found vegetations in ages above sixty, 
and frequently between thirty and forty. They did not differ 
histologically from adenoids in children. 

As to treatment, he should say it was never too early nor was it 
ever too late. At the first recognition of existing growths the 
operation should be performed at once. He had found that 
curetting was the only true basis of treatment. He was not a 
believer in general anesthetics in children over the age of twelve, 
as local anesthesia after twelve made such an operation absolutely 
free from danger; but there were some cases where a general 
anesthetic must be administered, especially in refractory children 
and nervous adults. In children it was advisable to anesthetize 
in a sitting posture, and he preferred bromide of ethyl to any 
other of the numerous anesthetics. 

Professor KNaApp advocated the use of ether in children as in 
adults. There was no danger, for only an initial anesthesia was 
needed. 

Dr. EeMAN (Ghent), Professor GraAzzi, and Dr. GRADENIGO also 
joined in the discussion. 


Wednesday, Aug. oth. 
MORNING SESSION, 


The subject for general discussion, the indications for 
opening the mastoid in chronic suppuration of the 
middle ear, was opened by Professor PoLirzer (Vienna), Pro- 
fessor MACEWEN (Glasgow), Dr. Luc (Paris), and Professor 
Knapp (New York). 

PROFESSOR PoLITZER said it was a happy idea of the Organiza- 
tion Committee to have put on the programme a discussion on 
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such an important question. There is no question of otology 
which had acquired more actual interest than the free opening of 
the middle-ear spaces for chronic suppuration of the middle ear. 
Experience had shown that the free opening of the middle-ear 
spaces is of the most vital importance, by which we are able to 
save the life of the patient and prevent other consequences to the 
middle ear hurtful to the organism. The indications are gener- 
ally acknowledged, and in most cases with well-marked symptoms 
the surgeons were likely to be in perfect agreement ; therefore 
there could be but little new to say in reference to the indications. 
The chief point in that discussion would be to decide whether it 
is justifiable without well-marked symptoms to operate as fre- 
quently as some operators maintained. Professor Politzer enu- 
merated then all the indications for the so-called “ radical 
operation,” giving after his own experience a complete critical 
view on the subject, the details of which will be published in the 
Transactions of the London Otological Congress. He concluded 
that experience taught him that not rarely the clinical symptoms 
did not correspond to the pathological changes found during the 
operation in the temporal bone. Sometimes only insignificant 
changes, such as a small quantity of granulation tissue in the attic 
or antrum, were found in cases where he had performed the opera- 
tion on account of dangerous symptoms. On the other hand, he 
found grave changes where before the operation he would not 
have expected them. 

These circumstances render it more difficult to draw strict lines 
in regard to the indications, and there would always be cases in 
which some surgeons, on account of the impossibility of predict- 
ing exactly the pathological changes in the temporal bone, would 
hold that it was not advisable to wait for the appearance of well- 
marked symptoms, but to operate at once, while others would 
advocate more conservative methods. ‘hat many cases of chronic 
suppuration of the middle ear could be healed by vigorous anti- 
septic treatment after removing granulations or cholesteatoma in 
the tympanic cavity and the attic and partially removing the wall 
of the attic, had been shown by the daily experience of those sur- 
geons who treated such cases by conservative methods. Although 
he is a strong advocate of the radical operation in suitable cases, 
he could not agree with those surgeons who performed it often for 
the mere purpose of the discharge—at least, until strenuous efforts 
had been made to stop it by other means. He thought that in 
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these cases it is not justifiable to have recourse to an operation 
which, although not necessarily dangerous in the hands of a 
skilled operator, is still a serious one, especially when we consider 
(1) the many important structures in the vicinity which might be 
injured, (2) the possible permanent impairment of hearing in those 
who before the operation could hear fairly well, (3) the protracted 
healing process after the operation, which very often render the 
patient Aors de combat for many months. It is his firm belief that 
these views would in course of time receive general assent, when 
further anatomical researches and more extended clinical observa- 
tions had cleared up those points about which at present their 
judgment is still in doubt. 

Professor WILLIAM MACEWEN (Glasgow) said: Mr. President 
and Gentlemen,—I have to thank you for the honor you have 
conferred upon me by asking me to open a discussion on the in- 
dications for opening the mastoid in suppurative otitis media. 

Instead of enumerating the individual indications for opening 
the mastoid, which may be found in more or less detail in most 
recent otological works, and which may require to be supple- 
mented or reduced as our experience ripens, it is thought desir- 
able to regard the subject from a broader basis, and one which 
may be found more generally applicable. The following forms a 
useful practical rule : 

When a pyogenic lesion exists in the middle ear, or in its 
adnexa, which is either not accessible or which cannot be effectu- 
ally eradicated through the external ear, the mastoid antrum and 
cells ought to be opened. 

As there are many ways of opening the mastoid, some more 
and many less complete, the observations made in this note can- 
not be equally applicable to all of them. 

Some operators content themselves in opening the mastoid 
by sinking a narrow shaft into the antrum, through which they 
can inject fluid, and others perform a typical operation irrespec- 
tive of the pathological condition revealed. 

The speaker does not follow the classical operations of Kuester, 
Stacke, or Schwartze, but operates by first opening the mastoid at 
the base of the suprameatal triangle. From that point he follows 
the pathological lesions anteriorly into the middle ear, especially 
exposing and carefully scrutinizing in all cases the attic of the 
antrum and tympanum, when, if found eroded, these plates are 
removed, along with the morbid contents of the middle ear. We 
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then pass backwards and downwards, through the mastoid cells 
toward the sigmoid sinus, following the pyogenic erosions wherever 
they may lead in that direction, and when necessary exposing the 
knee of the sigmoid sinus. After opening the mastoid antrum 
and cells, the further procedure has a purely pathological basis ; 
if the disease revealed be extensive, so must be the operation. 
The greater part of this operative procedure is pertormed by 
means of the rotatory burr, which is the safest instrument for such 
a purpose. One of the first objects of the operation is to secure 
the patient against subsequent pyogenic extension to the brain on 
the one hand, and the cerebellum and sinus on the other; and 
this may be done with a probable certainty, as far as the two most 
frequent localities for brain and sigmoid sinus invasion are con- 
cerned. It is to such an operation (with its pathological basis) 
for “opening the mastoid ” that the following remarks apply : 

The ablation of the mastoid, while at once eradicating a sup- 
purative process, chiefly located in the mastoid antrum and cells, 
affords at the same time ready access to the attic and inner wall 
of the tympanic cavity, and to the auricular extremity of the 
Eustachian tube. Immediately following the operation, one can 
initiate the formation of a vascular tissue, and thus create an 
efficient barrier against pyogenic extension to the otherwise most 
accessible and most vulnerable parts of the brain, the cerebellum 
and the sigmoid sinus. 

In persistent otitis media purulenta, the mastoid operation has 
at least three advantages over that of the treatment by way of the 
external auditory meatus: First, by exposing to ocular inspection 
all the affected area, thus enabling the operator to follow 
and eradicate all the recesses in the bone made by pyogenic 
invasion. In this way one does not act in the dark, as the whole 
pathological field is open to inspection. Secondly, by being able 
to secure asepsis. Thirdly, by raising an efficient barrier against 
pyogenic extension between the most vulnerable parts of the 
brain and the sinus. 


INDICATIONS FOR OPENING THE MASTOID IN PURULENT 
OTITIS MEDIA. 


1. There are many cases of purulent discharge of the middle 
ear, of such long standing, and so intractable to all remedies 
administrable through the external auditory meatus, that most 
surgeons would agree that in such the mastoid ought to be opened. 
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When the symptoms are obtrusive, the pain severe, the discomfort 
great, the discharge profuse, and possibly foul-smelling, the 
patients themselves will probably demand relief, which the 
otologist will readily grant. It is not, however, to such pronounced 
cases that special attention is here directed. It is rather to those 
in which the decision is much more difficult, especially in the 
presence of very slight discharge, continuous, though apparently 
subdued by treatment. Many believe that very slight though 
persistent otorrhoea can lead to no untoward result, the patient 
living a considerable number of years, possibly even a long life, 
with the discharge never properly away, and yet not sufficient to 
arrest attention. Its long duration causes the bearer of it to pay 
little attention to it, and by-and-by it may be disregarded, and 
even forgotten. 

The pyogenic process may, however, proceed inwards, giving 
rise to symptoms often misunderstood or attributed to other 
causes, and may eventually either prove fatal or, by undermining 
the constitution, thereby pave the way for the advent of other 
lesions. Many patients thus affected, though able to pursue 
their usual avocations, are yet subject to periods of malaise, with 
occasional recurrent slight febrile attacks, irritability, and nervous 
hypersensitiveness, exhibited in unevenness and irascibility of 
temper, which attacks last from a few days to a week or more, 
leaving the patient slightly weaker, though relieved from the 
depression, and fit to enjoy life. These attacks are so frequent, 
and the patient becomes so used to them, that he comes to regard 
them as part of his ordinary habit, and often attributes them, with 
considerable plausibility, and sometimes with point, to colds, 
chills, biliousness, indigestion, etc. 

When they occur, however, in the presence of pyogenic otorrhcea 
of old standing, they may bear a different interpretation, and in 
the absence of other definitely assignable causes they may be 
considered as the result of slight absorptions. In some cases the 
cause and effect are a little more evident, as when patients have 
pyogenic pulmonary catarrh with organisms in the lung secretion 
similar to that found in the slight purulent otitis media, and when 
these pulmonary atfacks are mainly coincident with the recrudes- 
cence of the otorrhcea. Insome such slight cases, after every other 
assignable cause was exhausted, and after treatment in other 
directions had failed, the mastoid was opened, when, in the midst 
of eburnation and sclerosis of the bone, marked osseous erosions, 
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containing small quantities of secretion filled with pyogenic 
organisms, were found, and generally these led more or less 
directly to the sigmoid sinus, the coats of which bore evidence of 
long-standing irritation, and through which, no doubt, the 
pyogenic absorptions had taken place. 

After the operation these patients became greatly improved in 
health, all their old general symptoms having disappeared, along 
with the cessation of the otorrhcea. 

Cases with a history of an initial period somewhat similar to 
the above have been seen at a later stage by the author, coming 
under observation in a moribund condition from pneumonia, due 
to septic infections from thrombosis of the sigmoid sinus, origina- 
ting in a purulent otitis media of old standing; the passage be- 
tween the cells and the sigmoid sinus being in some instances 
very small and tortuous, and not unlike those apertures seen in 
the cases with slight symptoms just referred to. 

When it is recollected that in many instances the otitis media 
purulenta is obscure and overlooked, and that the symptoms of 
the purulent absorption may be of a “typhoid” as well as of a 
“‘ pulmonary ” type, one can easily understand that death may be 
attributed to pneumonia or to enteric fever. 

It is quite true that with chronic otitis media purulenta a fatal 
issue ensues only in a limited number of cases, a proportion, 
however, perhaps greater than is generally believed, but as one 
cannot, with any data obtainable at present, foretell which of 
these apparently slightly affected patients are to become the vic- 
tims of a fatal issue, ordinary prudence dictates its removal even 
while it is slight. 

It cannot be too often recalled that the virulence of the otor- 
rhoea cannot be measured by the quantity of the secretion, its 
odor, or the slightness of its initial symptoms, and that the 
pyogenic process may proceed insidiously until some slight ex- 
citing cause or accidental circumstance precipitates a dangerous 
or fatal crisis. 

2. Another question arises, whether there be lesions in the 
middle ear, which, though it may be mechanically possible to 
remove them through the external auditory meatus, could yet be 
removed with greater safety through the mastoid. This must 
be answered affirmatively, while the middle ear and its adnexa 
are in a septic condition, and when by application through the 
external auditory meatus they cannot be made aseptic prior to 
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the performance of an operation entailing the exposure of a fresh 
surface to the action of pyogenic organisms and their products. 
To operate through the external ear under such conditions is to 
court disaster. By opening the mastoid one can efficiently re- 
move therefrom the suppuration, and can eradicate its cause, 
after which any operation involving exposure of a fresh surface 
can be proceeded with in safety. 

In numerous instances, cases of intracranial pyogenic extension 
have occurred in immediate sequence to the removal by way of 
the external auditory meatus of granulation tissue masses—so- 
called “aural polypi’’—which were protruding into the middle 
ear. Some of these granulation masses protrude through the 
bone from the dura mater, which they serve to protect, as long as 
they remain intact, but when they are removed a fresh surface with 
open mouths of vessels is exposed, and absorption through the 
softened brain membranes is apt to occur. 

Besides rendering the operation safe by asepsis, the opening 
through the mastoid enables one to demonstrate the exact locality 
from which these granulation masses spring. This is difficult 
and sometimes impossible to do, by operating through the exter- 
nal auditory meatus. One must recollect that many of these 
granulation masses, presenting at the upper and back part of the 
middle ear, protrude through eroded bone, and that their presence 
is to be regarded as indicative of a diseased process which has 
attacked the osseous tissues as well as the soft parts ; and there- 
fore to an extent these granulation masses are symptomatic, and 
by removing them alone the disease is not removed, but only one 
of its indications. 

As long as these masses are left zfact, they may secrete, but 
they do not readily absorb, as they are destitute of lymphatics, 
and, therefore, in the midst of certain pyogenic organisms, not 
only may the granulation masses be left with safety, but they 
afford for the tissues from which they spring a definite protection 
from the invasion of certain pyogenic organisms. They are a 
provision thrown out by Nature in an attempt at repair. 

In the presence of such granulation masses, one does not de- 
vise an operation merely for their removal, but for the eradication 
of the disease which has occasioned them. In removing them 
one has also to make provision that absorption will not take place ° 
through the wounded surface left thereby. 

3. In many, if not all, of these persistent pyogenic otorrheeas, 
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the osseous tissue is involved, and it is very difficult, by means of 
treatment through the external auditory meatus, to eradicate the 
organisms that have housed themselves in the recesses of a minute 
particle of necrotic bone. In the interior of such harbors of 
refuge, situated in the mastoid, the pyogenic and other organisms 
are safe from any antiseptic wave or blast introduced through the 
external ear, and wait—and they have endless patience, even 
beyond that of the aurist—until the antiseptic has exhausted its 
energies, when they again sally forth, in the tide of a catarrhal 
effusion, disseminating themselves and affecting fresh areas. 
Erosion often steadily progresses within the mastoid cells, even 
when the middle ear has been rendered sweet. In such cases the 
surgeon would be deceived were he forming an opinion on the 
asepticity of the mastoid cells from the condition of the discharge 
issuing through an external ear which he has rendered aseptic by 
chemicals, as a slight pyogenic discharge issuing through such 
chemicals would probably be rendered aseptic in transit. 

In other parts of the body, where a necrotic bone filled with 
pyogenic organisms is even exposed to view and of easy access, 
it is with the greatest difficulty, and sometimes it is impossible, 
to entirely destroy these organisms by direct applications of anti- 
septics of such strengths as the neighboring tissues would with- 
stand without themselves being destroyed. If this be so under 
such conditions, how much more difficult must it be by way of 
the external ear to eradicate pyogenic organisms through hidden, 
narrow, tortuous, and sometimes almost inaccessible passages 
which are often found in the mastoid process and cells. 

4. In recurrent cases of purulent otitis media, one cannot 
pronounce the patient safe even when the otorrhcea ceases— 
temporarily. 

In one such instance, treated through the middle ear on the 
most approved principles, with great care, by an aurist of un- 
doubted ability and experience, the patient, who had had a slight 
pyogenic otorrhoea, was pronounced cured by the aurist, the dis- 
charge having disappeared, and the condition of the middle ear 
appearing to him in every way satisfactory. Within about three 
weeks of this time the patient came under my observation, suffer- 
ing from pronounced symptoms of cerebellar abscess, and was 
plunged in profound coma, accompanied with great respiratory 
difficulty. He was operated on, two ounces of pus being removed 
from the cerebellum, after which he made a rapid recovery. 
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The middle ear contained only a few drops of pus, the mastoid, 
antrum, and cells contained more, and an erosion in the mastoid 
exposed the sigmoid sinus, which was thickened, the disease hav- 
ing spread to the cerebellum by continuity of tissue. 

With the data at the disposal of the aurist in this case it would 
have been difficult for him to have acted otherwise than as he did, 
and had he done so it would have been at variance with the 
teaching of the dav. This case, however, demonstrates that the 
information obtainable by inspection of the middle ear is not 
sufficient to reveal the pyogenic invasion of the recesses of the 
mastoid region. 

Had the case been treated by opening the mastoid in the way 
described, the formation of the abscess in the cerebellum would 
have been prevented. 

5. Cholesteatoma and tubercular processes with secondary pyo- 
genic involvement are also conditions for which the mastoid 
requires to be opened, and it is only in this way that these 
diseases can be efficiently removed. . 

6. The problems connected with the question of operation upon 
recurrent attacks of purulent otorrhcea are somewhat similar to 
those which arise in connection with appendicitis. Purulent oti- 
tis media and appendicitis have many analogies. They are both 
pyogenic, but while the latter is the result of the action of a well- 
known bacillus, whose course is definite, the former may be the 
result of one or other of a variety of organisms of greater or less 
virulency, and producing different pathological effects. Both are 
apt to invade neighboring structures, the one the peritoneum, the 
other the intracranial tissues. Both are insidious in their action, 
and as long as they exist they are apt to undermine the health 
and reduce the vigor of the individual. Both tend to precipitate a 
sudden serious illness, and one which is often fatal. In both an 
early and complete operation not only at once relieves the patient 
from the depressing effects of the disease, but at once removes the 
possibility of a sudden and fatal termination. In both, many, lulled 
into a sense of security by the apparent passivity of the disease and 
its long duration, and arguing from the fact that as the patients 
have recovered from one attack they are equally likely to recover 
from another, postpone operation until the peritoneum in the one 
case and the brain in the other become involved, and a fatal 
termination is imminent, but then it may be too late to save the 
patient. 
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7. With regard to the fauna occurring in that perfect incuba- 
ting chamber, the middle ear and its adnexa, and their relative 
pathological significance, the time at our disposal prevents our 
dwelling at present further than to state that valuable indication 
may be derived from the identification of the particular form or 
forms of organisms which may be present in such cases. 

8. After what the author has elsewhere written, he presumes 
that it may be understood that the opening of the mastoid must 
always be undertaken as a preliminary step to operating upon those 
intracranial lesions originating in purulent otitis media—abscess of 
the brain or cerebellum and sigmoid sinus thrombosis. To oper- 
ate upon the several complications, and to leave uneradicated the 
paths by which pyogenic organisms enter, is to render the patient’s 
recovery doubtful, and to expose him to fresh attacks. 

9. Syme is credited, with saying that diseases of the ear were 
of two kinds: the one which is curable, and is treated by the 
surgeon ; the other which is incurable, and is treated by the aur- 
ist. Whatever be the special province of the present-day aurist 
or surgeon, let us hope that we relegate to neither many cases of 
incurable disease. The anatomy and pathology of the mastoid 
region were not understood in Syme’s day, and the operation of 
opening the mastoid in its present conception was unknown. As 
the subject which you, Mr. President, have arranged for this 
discussion is the indications for opening the mastoid in purulent 
otitis media, we are precluded from entering into the consideration 
of the results attending that operation. The personal experience 
of the author leads him, however, to state that he regards the 
operation of opening the mastoid as the safest and most efficient 
way of eradicating otherwise persistent purulent otitis media. In 
conclusion, he adds that the more the pathology of purulent otitis 
media is studied, the more frequently the complete ablation of the 
mastoid recesses is undertaken, the fewer will become the so-called 
“incurable” cases of ear disease. He regards the operation of 
opening the mastoid as substantially contributing to the well-being 
of human comfort and happiness, and in materially lengthening life. 

Dr. Luc (Paris) described the indications for opening the 
mastoid in chronic purulent otitis under the three following 
headings : 

1. In case of retention of pus.—The symptoms may occur sud- 
denly in the course of a chronic otorrhcea and resemble those 
of an acute suppuration. Pus is retained in the antrum by 
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exuberant granulations in the middle ear, and especially about the 
aditus ; the patient, forthe first time, experiences pain in the ear, 
usually referred to the base of the mastoid process, is feverish, and 
the general health is disturbed. 

Palpation of the mastoid reveals tenderness to pressure near 
the base, varying according to the depth of the antrum. Opera- 
tive intervention is indicated unless removal of granulations or 
polypi is sufficient to re-establish the drainage of pus and to 
alleviate the other symptoms. Pain is the one symptom which, if 
severe enough to prevent sleep, should induce us to operate. To 
wait in such an instance for the onset of other symptoms is to 
expose the patient to intracranial extension. 

To these symptoms the more manifest signs of pus retention in 
the mastoid are frequently joined, namely, swelling, cedema, and 
redness of the skin. In regard to the extent of the operation 
necessary in these chronic cases, all of the cavities of the ear 
should be exposed and cleaned out, whether we proceed from the 
antrum to the attic (Zaufal) or in the reverse direction (Stacke). 

2. With a view to the radical cure of chronic otorrhea.—1\ think 
that you will agree to the correctness of the statement that every 
suppurating focus, however obstinate it may have been, does not 
resist surgical treatment if the entire suppurating surfaces have 
been exposed, cleaned, and drained. ‘The anatomical relations of 
the antrum and attic explain the frequency with which they are 
affected in all cases of chronic otorrhoea, and the tendency they 
have of keeping up the suppurating process, as well as their in- 
accessibility to treatment through the natural passages. Stacke 
arrived at the following conclusions, to which my own experience 
has also led me, and upon which I desire to lay great stress: the 
mastoid antrum, a true posterior elongation of the attic, partici- 
pates in the great majority of the cases in the suppurative process 
of the latter, and consequently should be simultaneously exposed 
and cleaned as soon as local treatment, applied for a sufficiently 
long time, has failed. 

Clinically, chronic otorrhoea of antral origin presents itself 
under two forms according as there is fistula or not. The fistula 
is normally on the external surface of the mastoid, though it may 
be situated farther back or near the tip. More rarely it traverses 
the posterior wall of the auditory canal, or the perforation may 
have taken place at the inner wall of the process and led to the 
various pictures of a Bezold perforation. 
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In the cases where there is no fistula, the diagnosis is often 
difficult, and the term /atent mastoiditis is appropriate for this 
class. ‘The drum membrane is found perforated. The perfora- 
tions may be generally classified in three distinct types : 

(1) Perforation in Shrapnell’s membrane just above the short 
process of the hammer. 

(2) The circum-malleal perforation. The defect is almost total 
except for a remnant of the A/¢ about the handle of the malleus. 
Granulations occupy the posterior part, about the aditus, and 
with Hartmann’s canula grumous and fetid pus can be syringed 
out of the region of the antrum. 

(3) The postero-superior perforation, small in size, near the 
aditus. Small polypoid masses may present through this opening, 
invariably recurring after removal, and the irrigations give the 
same result as in the preceding cases. In all of these types of 
perforation, small, white, mother of-pearl collections may be ob- 
served which are cholesteatomatous masses from the attico- 
antral region. In all of these cases, the focus is probably in the 
region of the attic or antrum, but this does not necessarily, ac- 
cording to my judgment, indicate the opening of the mastoid pro- 
cess and the attic. Local treatment with Hartmann’s canula 
should first be tried ; if unsuccessful, the removal of the ossicles, 
especially in case of a Shrapnell perforation or where the ossicles 
are visibly diseased, should be accompanied by a thorough curet- 
tage of the walls. If the suppuration persists after several weeks 
of careful treatment, with return of granulations, and irrigations 
continue to bring forth fetid pus or cheesy particles, delay is no 
longer permissible, and the radical attico-mastoidotomy should be 
done. 

3. Ln case of threatening intracranial complications.—In this class 
our intervention is urgently demanded by the real danger of a be- 
ginning meningo-encephalic infection. I should first say a word 
about facial paralysis occurring in the course of a chronic puru- 
lent otitis. It marks a progression in the destructive work of the 
process, and it is not infrequently followed by signs of intracra- 
nial infection. Hence the onset of a facial hemiplegia is a grave 
complication and demands prompt operative intervention, espe- 
cially when other signs present make the operation justifiable. 

The urgency for opening the mastoid becomes absolute if in 
the course of an intractable otorrhoea any sign of beginning intra- 
cranial infection appears, with or without retention of pus. It is 
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unnecessary to enter here into a description of the symptoms of 
intracranial infection. In the presence of certain symptoms 
called focal symptoms, it is best, as is now generally accepted, to 
first expose the cavities of the middle ear and then proceed 
guided by the symptoms and the conditions found at operation. 
Before arriving at the stage of confirmed intracranial infection the 
patient often passes through a premonitory phase which it is, of 
course, of great importance to recognize. In these symptoms we 
place first, headache, different in character, sometimes accompa- 
nied by photophobia, and the countenance appears contracted ; 
vertigo often with nausea; bilious vomiting, like in confirmed 
meningitis ; inequality of the pupils may be present, and fever. 
Under such circumstances the radical exposure of the middle-ear 
cavities should be extended upto the dura. The dura has usually 
been exposed by the morbid process in cases with meningitic 
manifestations. It is, however, our firm belief that at the first 
operation the dura should not be opened, for we have all seen 
meningeal irritative symptoms disappear after a simple extra- 
dural disinfection, and it is well known how the post-operative 
prognosis varies according as the dura has been opened or not. 
If after twenty-four hours the symptoms persist or are aggra- 
vated, the dura is then to be opened, behind which, often on the 


surface of the pia or at a slight depth in the brain, the sought-after 
focus is found. 


CONCLUSIONS. 


A. The opening of the mastoid is indicated in the course of 
a chronic otorrhoea for three distinct purposes : 

1st. To give vent to the pus in case of purulent retention. 

2d. To counteract menacing or initial signs of intracranial 
infection of aural origin. 

3d. To cure the otorrhcea when local treatment and removal 
of the ossicles with curettage of the granulations have been with- 
out avail. 

B. The operation is only urgent in the first two cases. 

C. Inall cases of chronic otorrheea, the bony opening must ex- 
tend from the antrum to the attic, or wice versa, and be followed 
by curetting and disinfecting of all the cavities of the middle ear. 

D. In case of threatening intracranial complication, the bony 
opening must be extended to the suspected region of the dura 
mater, though the latter is not to be opened unless at a subse- 
quent operation, if, after as short a period of watching as possible, 
the threatening signs are seen to persist or to increase. 
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Professor H. Knapp (New York) said, in part, that we want 
not only to be informed that under certain conditions, which his 
predecessors had so exhaustively and authoritatively dealt with, 
the mastoid should be opened, but also when, how, and where, 
and, in particular, how extensively, it should be opened, the de- 
scription of the mere technique or the operation, however, lying 
outside the question. When acute purulent otitis media was on 
the border-line of becoming chronic, or had just become chronic, 
opening of the mastoid was indicated both as a curative and 
prophylactic measure. The indication for opening the mastoid 
was strengthened if tuberculosis, diabetes, syphilis, or some other 
constitutional disease were present, especially in the case of 
children. He thought the frequency of relapses in children was 
owing to the structural conditions of the infantile mastoid. He 
mentioned a case which had come under his own observation, to 
show that the suppuration may leave the tympanic cavity, attic, 
and antrum, but extend into and beyond the tip of the mastoid. 
The pus cells in this case travelled through the condensed bones 
in passages so small that they could not be followed with the 
naked eye. The indications for operation in advanced cases of 
destructive subacute and chronic mastoiditis were absolute, and, 
in the relapses of suppurative mastoiditis, almost absolute. The 
prognosis in both cases was favorable. He had seen children 
recover who had a whole mastoid and a good deal of the adjacent 
temporal bone converted into gelatinous masses, and the dura 
extensively covered with soft, discolored granulations. The best 
treatment of cases which from the beginning showed a disposition 
to long duration was to perform the first opening of the mastoid, 
and conduct the subsequent local and constitutional treatment 
with the utmost care and perseverance, so as to prevent the affec- 
tion from becoming chronic. As particular requirements in such 
cases, he should lay stress on (1) a large, deep, and angular inci- 
sion of the drum-head and the adjacent part of the posterior wall 
of the ear canal as soon as there was bulging, (2) opening the 
mastoid and thorough removal of all diseased tissue, (3) enlarging 
the antral canal by cautious scooping, (4) watching the course of 
recovery, using dry treatment rather than syringing. In chronic 
suppurative otitis media without symptons of mastoid involve- 
ment that had resisted topical treatment and intratympanic 
operations, attico-antrectomy was indicated. In many cases it 
was difficult to determine when this should be done. During 
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past years intratympanic operations had steadily lost ground. 
Many aural surgeons reported good results from the removal of 
the ossicles and cleansing the attic in cases of chronic otorrheea 
with or without cerebral symptoms. But, unfortunately, the good 
results in most of them had not proved permanent. He alluded 
to a patient who had long been treated by intratympanic pro- 
cedures, but received only temporary relief. Such cases had 
determined him not to lose much time with intratympanic opera- 
tions although he would not go so far as an excellent otologist 
who told him that he had abandoned them altogether. 

If the outer wall of the mastoid were perforated, and an abscess 
or a fistula present, it was indicated to evacuate the abscess and 
seek the perforation, and, guided by it and the fistula, open the 
mastoid freely and remove all morbid material. That was better 
than to let the patient take the uncertain chances of a spontane- 
ous recovery, which was rarely complete and permanent. 

If the disease extended beyond the mastoid process, the radical 
tympano-mastoid operation had to be followed by operations on 
the affected parts outside the ear. 

If in chronic purulent otitis media the anterior wall of the mas- 
toid bulges—which meant a suppuration in the cells adjacent to 
the posterior wall of the ear canal—a free incision down to the 
bone was indicated. We should then explore the wall with a 
probe, or, if the skin were swollen and painful, wait a few days to 
see whether the mastoid should be opened from the outer surface 
or from the anterior. 

If the pus extended from the ear into the pharynx, forming a 
retropharyngeal abscess, he would open the mastoid and expose 
the tympanic cavity and attic clear to the tympanic orifice of 
tube, and free it as far as possible from pus and disintegrated 
tissue. 

The extension of the disease to the posterior cranial fossa was 
so important and so frequent that the removal of the posterior 
wall, in particular that part of it which formed the sulcus of the 
sigmoid sinus, had been recommended and practised by some 
competent aurists in all cases. If the posterior wall showed no 
flaw at the closest search, and the suppuration was limited, he had 
left the wall alone; but when the contents of the mastoid had 
undergone extensive molecular disintegration, he considered the 
exploratory exposure of the sigmoid sinus and dura mater correct 
practice. Similar indications resulted from the extension of the 
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suppuration into the middle cranial fossa, an occurrence less 
frequent than its extension into the posterior fossa. 

ta xtension of the suppuration in the petrous bone might indicate 
opening of the mastoid as an initial step for removing carious and 
necrosed portions of the petrous, or evacuate pus which had passed 
from the middle ear through the petrous bone into the posterior 
cranial fossa, producing an epidural abscess on the posterior sur- 
face of the petrous pyramid. 

Meningitis in the first stage might be recovered from by the 
opening of the mastoid and the posterior and middle cranial 
fossz, exposing boldly the posterior surface of the petrous and 
liberating the pus. 

Necrosis of the different portions of the temporal bone indicated 
the opening of the mastoid in most cases. 

It was evident, Professor Knapp said, in conclusion, that the 
opening of the mastoid in its recent development by the com- 
bined efforts of general and aural surgeons took rank amongst 
the most important operations. 

Before the discussion Professor Luca (Berlin) read a paper on 
the radical operation in chronic suppurative inflammation 
of the middle ear. 

“ At the outset I cannot sufficiently express my high estimation 
of the operation in question as a means of cure in chronic suppura- 
tion of the middle ear, by means of which alone I have seen re- 
covery brought about in a large number of cases. The following 
observations are intended to serve the purpose of diminishing the 
abuse of the operation as much as possible. 

“In the University Aural Clinic in Berlin under my direction 
there have been from April, 1881 (date of the foundation of the 
stationary clinic), up to August, 1899, 1935 operations for the 
opening of the mastoid process, of which 852 were for acute, and 
1083 for chronic, forms of suppuration. 

“Tt is obvious that in only a fraction of the chronic cases in 
which operation was performed was the operation such as is known 
as the ‘ radical’ one (opening of all the cavities of the middle ear), 
this having only come into general use within recent years. 

“The treatment by means of irrigation with a formalin lotion, 
15-20 drops to 1 litre (quart) of boiling water, has been adopted 
since 1895. This had a double advantage, because I was able 
to cure without operation the larger number of cases, or at least 
to improve them, and further that, if the remedy produced no 
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good result, the indication for operation was all the more distinctly 
marked.” 

Professor Guye (Amsterdam) said the mastoid operation was a 
very great boon to the patient and to humanity in general, as 
Professor Macewen had so well said, but, nevertheless, as to find- 
ing the indication for mastoid operations only in discharge which 
did not give rise to dangerous symptoms he could not agree. He 
considered that the important thing in a case of chronic otorrhoea 
was to keep the meatus as clean as possible, the using of carb. 
glyc., and, thirdly, to have great care for the keeping open of the 
Eustachian tube. 

Dr. Moure (Bordeaux): “I am quite of the same opinion as the 
openers of the discussion, who do not hesitate to open the mastoid 
whenever a discharge from the ear resists medical treatment, fol- 
lowed or not by the extraction of the ossicles, when this treatment 
has been properly carried out. It is certain, however, that surgi- 
cal treatment ought to be limited to some otorrhceas, and not 
practised in all, as seem to think the partisans of surgical treat- 
ment @ outrance. When a purulent otorrhoea is accompanied by 
local pain ; when irrigation directed towards the attic washes out 
cheesy matter, or, still more, mother-of-pearl pellicles ; when the 
otorrhoea continues to be fetid, in spite of regular irrigation ; 
when, finally, we see the granulations recurring, in spite of abla- 
tion or cauterization, still more if there are spots of caries towards 
the superior or posterior parts of the meatus—in all these cases 
we must not hesitate to interfere surgically. Moreover, it may be 
said that all those that have had occasion to perform a certain 
number of operations of this kind have a tendency the more they 
operate to be more and more ready to operate. They recognize 
the necessity for operating, as also the efficacy of surgical treat- 
ment, which alone affords the means of curing certain otorrhceas 
that are intractable under ordinary treatment.” 

Dr. McBripe (Edinburgh) joined views with Professor Politzer, 
Professor Lucae,and Professor Guye in their conservative methods 
with regard to mastoid operations. Professor Macewen had laid 
down that a persistent otorrhoea in itself was an indication for 
mastoid operation Under certain circumstances it might be so, 
but by no means generally. The question came to be, What 
could they promise to their patients from a mastoid operation ? 
In chronic cases they could promise the patient nothing. A cer- 
tain proportion did not do well after the operation, the discharge 
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remained, and the patient was exactly where he was before. But 
he agreed with Dr. Knapp that they did not do quite enough 
operations in acute cases just beginning to become chronic. Here 
the discharge usually ceased, the membrane healed, and hearing 
was restored after draining through the mastoid. 

Dr. JANSEN (Berlin) was prepared to endorse the statement of 
Professor Macewen, that frequently disease of the mastoid process 
did not show itself by outward signs. The question with regard 
to operative treatment is easier if, instead of making the diagnosis 
simply of suppuration of the middle ear, we ascertain beforehand 
which region of the middle ear is affected. Cases of suppuration 
in the lower section of the tympanum lie outside our question, 
but, nevertheless, it is only with great difficulty that we effect a 
cure if the disease is located in the large recess between the 
fenestra rotunda and the facial. Further, the rare form limited 
to the attic was also to be excluded from consideration, as it did 
not require to be exposed through the mastoid process. On the 
other hand, the complication of abscess in the tube, which was 
very rare, called for an opening through the mastoid process. 
There only remained the conditions localized in the antrum and 
mastoid process. 

It was desirable to differentiate between antrum and mastoid 
suppuration, because suppuration limited to the antrum was often 
cured without operation. When the discharge was slight, and 
remained about the same in quantity, there was a great probability 
that an uncomplicated antrum suppuration was present. A more 
exact description of the symptoms which indicated retention and 
increased pressure in the antrum and mastoid cells than Dr. Luc 
had given, was possible, and would enlarge the number of cases 
in which the indication for operation was urgent. 

Professor GRADENIGO (Turin) said that, having performed a 
great number of middle-ear operations by the retro-auricular 
method in cases of chronic suppurative otitis media, he had come 
to the conclusion that the indications for the operation, such as 
had been generally stated in the discussion, were exaggerated. 
For the purpose of healing simple chronic pathological conditions 
of the tympanic cavity, the extraction of the ossicles, or even of 
the hammer only, and removal through the external auditory 
canal of the posterior superior bony wall, were for the most part 
sufficient. In such cases the retro-auricular method did not give 
better results, and even exposed the patient to risks of various 
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kinds. It required a long after-treatment, difficult to be carried 
out, especially in children, and the final result often compromised 
the success of the best performed operation. Amongst the de- 
cided indications for the retro-auricular operation, with the 
opening of the mastoid, must be considered the cases of choles- 
teatoma antri, and all cases where symptoms existed pointing to 
mastoideal pathological conditions or to intracranial complica- 
tions. Regarding the technique, he preferred the Zaufal-Stacke 
method. 

Dr. Noyes (New York) said while he fully agreed with the 
advisability of operative treatment for cases where there was any 
bone disease, he recommended the dry treatment. There was a 
class of chronic cases in which the acute process might have 
already considerably subsided, for which the treatment by dry 
powdered boracic acid was most effective. 

Professor KOMMELL (Breslau) said: ‘One class of cases has not 
been mentioned — hysterical girls ; they are able to imitate any 
kind of symptoms. I want to illustrate this by reporting the case 
of a girl who has been operated upon for the fifth time, and never 
anything has beenfound. The skull has been trephined over and 
over, until there is a defect of the size of the palm of the hand. 
Her brain has been punctured in at least twenty places. Still, 
about every six months she becomes ill with the same symptoms ; 
she reproduces all the appearances of dizziness ; she shows facial 
paralysis by contracting the one side of the face or the other ; 
she has temperature up to 40.2° C., or 1044° F. This girl is 
quite well now, with her over twenty punctures of the brain and 
seven or ten narcoses.”’ 

Professor EEMAN (Ghent), on the subject of opening the mas- 
toid, said that, speaking generally, he was a very warm advocate 
of the radical operation, but he thought it was a duty in many 
cases to try at first, before performing a radical operation, a// the 
other means of treatment. 

He particularly wished to direct attention to the cases in which 
the extraction of the malleus is sufficient to effect a complete and 
lasting recovery. He said that in his clinic the extraction of the 
malleus had been performed very often, and with splendid results, 
about 15 per cent. of the cases being entirely cured. Some 
of these cases came under treatment with conditions which 
would certainly have led other surgeons to an immediate and 
radical mastoid operation, such as fever, intracranial symptoms, 
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inflammation and narrowing of the external auditory canal, etc. 
In these cases, under appropriate treatment, inflammation subsided 
in a few days, and then it was possible to ascertain that there 
was perforation of the membrane of Shrapnell, and caries of the 
head of the malleus. Extraction of this ossicle gave a perfect cure ; 
some of the cases had continued under his observation for years 
after the operation, and he was able to state that the results had 
been lasting. Professor Eeman desired to warmly advocate the 
extraction of the malleus in cases of chronic purulent otitis pre- 
senting perforation of Shrapnell’s membrane and caries of part 
of the malleus, and the postponement of the radical operation 
until it had been practically demonstrated that the removal of 
the malleus was insufficient to cure the patient. 

Moreover, he said that he could not agree with the assertion of 
Schwartze, that isolated caries of the malleus was rare, and that 
as a rule both incus and malleus were affected at the same time ; 
in his clinic isolated caries of the malleus had been found to be 
frequent. 

Dr. Oscar BRIEGER (Breslau) expressed himself as follows : 
Among the indications for radical operation we have included the 
failure of local medical treatment to produce a cure. .\ccording 
to the present standard of our knowledge this indication will have 
to be admitted to some degree. But it would be erroneous to 
deduce that the operation would render subsequent treatment 
superfluous. On the contrary, after the operative opening of the 
cavities of the middle ear, the alterations of the mucous membrane, 
which may become manifest, besides the morbid foci in the bone, 
may require further local treatment. It is occasionally possible 
to shorten the after-treatment by combining it with local treat- 
ment of the mucous membrane. It is, for instance, advisable in 
processes which reveal lasting maceration of new-formed or im- 
planted epidermis to plug with gauze soaked in alcohol. For- 
malin also answers those purposes, as well as combinations with 
other drugs—for instance, weak solution of nitrate of silver in 
alcohol—according to the intensity of the process in question. 

Luc recommends especially the evacuation of the cavities of 
the middle ear. If it is to be understood by this that after each 
radical operation the ossicles ought to be removed, it must be ob- 
jected that in the interest of the function the preservation of these 
has been advised. In general this advice is superfluous, because 
the connection of the columella is in those cases interrupted by 
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destruction of the long process of the incus, It is quite true that 
the function is sometimes remarkably good after this, in general, 
complicated method. But it happens that even after complete 
skinning over of the cavities of the middle ear foetid secretion con- 
tinues from carious points of the remaining malleus. And this 
is less accessible for treatment, and more dangerous, because the 
local conditions are altered to a variable extent by adhesions, etc. 
It is necessary, at least, to make careful selection of those cases 
where the ossicles are to be preserved. With regard to the contra- 
indications of the operation, Dr. Brieger is inclined to exclude 
meningitis. There are cases where marked symptoms of menin- 
gitis are present, and nevertheless there is only circumscribed 
suppuration, which may heal if new infection from the cavities of 
the middle ear is excluded by means of an operation ; but re- 
covery may take place in spite of diffuse meningitis, as ascer- 
tained by lumbar puncture, if the primary centre of infection is 
destroyed by radical operation, and if by this puncture more 
favorable conditions are created, recovery may in those cases be 
effected by removal of the infected material, by the lumbar tap- 
ping, or perhaps at the same time by the production of new 
transudating lymph, which may have some bactericidal property. 
Of course successes of this kind are rare in extensive meningitis, 
but are sufficient to justify us in rejecting extensive meningitis as 
an absolute contra-indication of the radical operation, the more 
so as the operation itself is harmless in those desperate cases. 

Dr. BARR (Glasgow) regretted that the subject of their discus- 
sion excluded the methods of operation, and the results of oper- 
ations, especially the latter, because he thought that one of the 
most important considerations with regard to the subject was 
the results of operative measures in chronic suppuration of the 
middle ear. Probably the most interesting class of cases was 
that for which there was no immediate demand for operation— 
cases where there were no objective or subjective symptoms 
demanding speedy operation. We were indebted to Professor 
Macewen for uttering a warning about continuing the treatment 
by the external meatus too long before adopting operation. We 
must not, however, be too much discouraged by certain dangers 
from the ordinary treatment referred to by Professor Macewen, 
such as the removal of granulation tissue or polypi, as the experi- 
ence of otologists showed that these were not great. Still, it was 
well that a surgeon of Professor Macewen’s vast experience should 
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utter those words of warning. Although the question of attic 
treatment had been rather disparagingly referred to by Dr. 
Knapp, Dr. Barr believed that the attic syringe was of great 
value, although many of the attic syringes in use were too narrow 
in the bore. He had found in many cases that after the attic 
treatment, including the removal of the malleus and incus, and 
the efficient use of a proper attic syringe, no radical mastoid 
operation was required. 

Professor Faraci (Palermo) thanked Professor Gradenigo for 
approving of his osteotomy forceps. In the majority of cases he 
had found the removal of the larger ossicles and the resection of 
the outer wall of the attic and antrum sufficient. He thought it 
non-justifiable to open the mastoid as a whole till the ossicles had 
been removed through the meatus. As regards endocranial dan- 
gers there were two categories: (1) If the complication had oc- 
curred, the mastoid was a small part of the whole operation. (2) 
If the complication was only threatening, the operation through 
the meatus sufficed, as in a case quoted with meningitis symptoms. 

His conclusions were that the mastoid should be opened : 

1. When it was invaded by the morbid process in whole or in 
part. 

2. When all the other methods of treatment, including the 
ablation of the larger ossicles and the resection of the outer wall 
of the tympanic attic and mastoid antrum, had been found 
fruitless. 

3. In cases of manifest intracranial complications, the mastoid 
operation being followed by the further interference the compli- 
cations demanded. 

Dr. SUAREZ DE Menpoza (Paris) thought that pain alone was 
not necessarily an indication for opening up the cavities of the 
middle ear in their totality. Sometimes in such cases the mastoid 
was found almost or quite healthy, and the pain was due to 
eburnation of the mastoid cells. Simple gouging of the mastoid 
or its erasion by means of an electric burr might be sufficient in 
such cases. With pain as the sole indication, we might cease 
operating deeper if the condensation of the bone and the absence 
of pus or granulations allowed us to attribute the pain to the con- 
densation of the osseous tissue. 

Dr. Mituican (Manchester) said that in cases where local 
treatment had been faithfully tried for a period of twelve months, 
and where suppuration persisted, he was in favor of performing a 
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mastoid operation. By local treatment he included the ordinary 
methods of antiseptically cleansing the parts, the removal of 
granulation tissue, the removal of diseased ossicles, etc. 

Where such methods failed he thought recourse to an explora- 
tory operation justifiable. By its means the paths of infection 
could be followed up, concealed foci of sepsis attended to, and 
extension to more deeply seated parts frequently arrested. 

He desired to associate himself very largely with the opinions 
expressed by Professor Macewen. 

Mr. T. Mark Hove tt (London) said that the mere fact that a 
discharge had existed for a long time was not a sufficient reason 
for the mastoid process being immediately opened up. He con- 
sidered that the operation should not be undertaken in chronic 
suppurative inflammation of the middle ear until the ordinary 
methods of treatment had been fairly tried. About ten years ago 
he saw a lady who had a discharge from one ear which had lasted 
for forty-three years. It ceased entirely after about six weeks’ 
treatment by the usual method with an antiseptic lotion and dry 
boracic powder. The discharge had not returned. 

Mr. Hovell was of opinion that when the attic was cleared out 
the mastoid antrum should be opened at the same time, other- 
wise a second operation might become necessary. 

Dr. C. R. Hoitmes (Cincinnati) said he had practised, and was 
likely to continue to practise, the lines laid down by Professor 
Macewen. Dr. McBride had said that we could not promise re- 
sults in mastoid cases. He certainly wished to declare himself 
against that statement. He believed that in almost every case 
we could promise the patient a cure. We should save the patient 
the possibility of two operations when we knew one thoroughly 
performed would cure. 

Dr. Dencu (New York) said each case must be treated accord- 
ing to the local conditions present. When the mastoid process 
was involved a complete mastoid operation was imperative. If 
during the operation the surgeon found that infection of the 
lateral sinus had taken place, he must not hesitate to remove 
every source of infection. In one of the speaker’s cases a second 
operation was necessary, owing to jugular involvement. 

Mr. CrRESSWELL BaABER (Brighton) thought that most were 
agreed that in chronic suppuration of the middle ear, accompanied 
by mastoid symptoms, the bone should be opened. The inter- 
esting point to consider was whether the mastoid should be 
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opened in cases of chronic suppurative otitis media without any 
symptoms except the discharge. In those cases he considered 
that, as a general rule, first of all, every means of arresting the 
discharge tarough the meatus (such as careful cleansing, curet- 
ting, removal of ossicles, etc.) should be tried, and if the purulent 
discharge from the tympanum still continued, the risks of pymzxic 
infection from this focus should be put before the patient or his 
friends, and the possibilities of an operation on the mastoid 
placing him in a safer position explained, although, of course, no 
certainty of a cure could be promised until the parts had been 
exposed by operation, and the full extent of the disease ascer- 
tained. 

Dr. J. HoLincer (Chicago) thought that, more or less, they 
were all conservative in the treatment of chronic suppuration. 
There was one class of cases undoubtedly where conservatism was 
absolutely contra-indicated. It was the case following influenza. 
Whenever in the course of chronic suppuration of the middle 
ear, no matter how innocent it looked, acute otitis media followed 
after influenza, we should not lose time with any conservative 
measures. The only hope was to operate immediately. He 
wished to emphasize this point. 

Mr. P. R. W. pe Santi (London) said the duration of the dis- 
charge in eighteen patients he had had under observation was 
from six months to fifteen years. On these eighteen patients 
twenty-six operations had been performed ; twenty-four operations 
he had found to be perfectly successful; in four cases he had 
followed the teaching of Macewen. 

Mr. F. FAULDER WuiTE (Coventry) said it would be a deplor- 
able thing if it went out to the profession that otologists in general 
were al] for operations and not for any other treatment. 

Dr. LEDERMAN (New York) observed that a conservative 
method of treatment was generally approved, but that when the 
discharge resisted treatment for a certain length of time, all 
agreed that the mastoid should be opened. He inquired what 
would be a suitable length of time for treatment. 

The PRESIDENT regretted that two of the principal papers were 
not received in time to print before the discussion. He said it 
was exceedingly difficult to say which cases should be operated 
upon, but he quite agreed with general rules laid down by Pro- 
fessor Politzerand Dr. Barr. Replying to Dr. Lederman’s inquiry, 
he said that it was impossible to say how long a case should be 
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continued with the ordinary treatment before settling upon an 
operation. 

Professor MACEWEN briefly replied. and pointed out that he 
had not said, as stated by Dr. McBride, that in simple discharge 
operation should be resorted to. That statement had been made 
elsewhere, and as he had not paid the slightest attention to it, it 
had been repeated there. He wished it to be made known that it 
was not correct. 


WEDNESDAY AFTERNOON SESSION was devoted to demonstra- 
tions in the museum by Politzer, Hartmann, Turner, Joyce, Katz, 


and others. See bulletin of first session. 





Thursday, Aug. roth. 


MORNING SESSION, 


Dr. E. J. Moure (Bordeaux) read a paper on a case of 
cerebral abscess consequent on acute suppurative otitis 
media. 

When the patient presented himself for examination he com- 
plained of very acute pain, which had set in on the seventh day 
of his disease. In addition he had vertigo, depression, no vomit- 
ing, no interference with speech, the mind was clear, and the 
temperature was normal, On the other hand he had homonymous 
hemianopsia (right), and word blindness with aphasia and verbal 
amnesia. These symptoms were confirmed by Professor Pitres, 
who made the diagnosis of cerebral abscess in the neighborhood of 
the curved convolutions, 

In presence of these distinct cerebral complications Dr. Moure 
operated on the 4th of January, 1899. The bone was congested, 
the mastoid process being full of fungous granulations right up to 
the tympanum. The communication between the antrum and the 
tympanum having been made free it was seen that the roof of the 
antrum was necrosed and that a small hard sequestrum separated 
the cavity from the brain. This sequestrum was removed, no pus 
escaped, and the meninges appeared healthy. As the diagnosis 
indicated an abscess of the brain situated in the cumeus region, 
an opening was made in the upper part of the temporal bone at 
about 3% centimetres above the auditory canal. The opening 
into the skull measured about 3 centimetres in diameter. The 
crucial incision was made through the dura mater and the pia 
mater, producing slight hemorrhage, which was easily. arrested 
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by compression. A fine bistoury was thrust about 3 centimetres 
backwards and a little upwards into the cerebral substance, but 
this puncture was immediately followed by as considerable a 
spurt of blood as if the sinus had been widely opened. Compres- 
sion with gauze was maintained for some time while the antrum 
and tympanic cavity were being dressed. When this was finished 
the cerebral compression was removed, but the hemorrhage re- 
curred so abundantly that it was impossible to continue the 
operation. A plug of gauze was therefore placed at the opening 
into the brain, and the hemorrhage was easily arrested in this 
way. 

Next day the general condition was good, the patient talked 
freely but had paresthesia, and the general sensibility was almost 
abolished on the opposite side to the lesion. The right arm was 
also somewhat paresthetic. 

A few days later the patient was again anesthetized, the plug 
was removed and it was then easy to see that the pulsation of the 
brain was normal. The skin was joined in order to avoid cerebral 
hernia, and a piece of gauze was left in the brain. 

On the toth of January the sensitiveness had returned, the 
general condition was good, and there was no fever. Dr. Moure 
was obliged to be absent for some days and the patient was 
dressed regularly until the 15th of January when the dressing 
was found saturated with pus which had run even on to the 
shoulder of the patient, in fact the cerebral abscess had emptied 
itself by the orifice made through the brain. The hemianopsia 
had disappeared. A rubber drainage tube was placed in the 
cavity. Improvement went on until the 24th of January when 
the patient complained of the dressing hurting his head, and on 
removing it a cerebral hernia was found of the size of a small 
tangerine orange. On the 26th of January the patient became 
comatose and died suddenly in the evening. 

At the post-mortem it was easy to see that there was in fact an 
abscess which had opened externally and which opened into the 
ventricle, causing the patient’s death. ‘The abscess in fact was 
found at the level of the curved convolution ; but it was not sur- 
rounded by a limiting membrane, so that the flow of pus was 
followed each time by a certain quantity of cerebral material, and 
hence the ulcerative process which had unfortunately caused the 
death of the patient. 

The case is interesting because of the considerable hemorrhage 
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which followed the puncture of the brain, and which was prob- 
ably the result of opening a very congested vein,—a vein which 
probably accompanied a deep cerebral sulcus. The case is also 
interesting because of the slight symptoms of reaction which fol- 
lowed this abundant hemorrhage and the consequent plugging. 
Finally, the case proves once again that abscesses of the brain are 
always serious when they have no limiting membrane, and that, 
when in doubt, it is preferable not to make any injections. 

Dr. E. B. Dencu (New York) read a paper on the operative 
treatment of mastoid inflammation. 

Examination of the statistics of the larger hospitals in New York 
City devoted to the special treatment of diseases of the ear showed 
that ten years ago the mastoid operation was rarely performed. Dur- 
ing the last few years it has been performed almost daily. Another 
important fact was, while in former years the treatment of intra- 
cranial complications of suppurative middle-ear inflammation was 
relegated entirely to the general surgeon, at the present day these 
operations were performed by the otologist. Regarding the indica- 
tions for opening the mastoid process in chronic suppurative 
otitis media, it is my opinion that the indications for the opera- 
tion laid down by Schwartze many years ago were those followed 
at the present day. The only difference was that under improved 
surgical technique, by which perfect asepsis was secured, the 
surgeon did not hesitate to act on these indications immediately. 
For this reason the number of operations was relatively greater 
than in former years. If asked to give the signs which seemed 
to indicate the necessity of operative treatment in this condition, 
I should name two : (1) Local tenderness over the region of the 
antrum, and (2) a sagging of the upper and posterior wall of the 
external auditory meatus close to the membranatympani. When 
these signs exist operative interference is always indicated. Ex- 
perience has shown that the temperature of the patient furnishes 
but little indication. Spontaneous pain might also be absent 
although the mastoid might have undergone extensive destruction. 
Many surgeons regard “tip tenderness” as an important diag- 
nostic point. In my experience it has proven of but little value. 
Owing to the increased frequency with which the mastoid opera- 
tion is performed it might be as well to consider any possible 
dangers which might arise in the operation itself. My own 
statistics show that out of 228 operations upon the mastoid pro- 
cess in no case could death be attributed to the operation. Where 
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intracranial complications existed, operative treatment offered 
the only means of relief. In 13 cases in which thrombosis of the 
lateral sinus was present, death followed in but 2 cases. One 
patient died of acute nephritis, which was probably caused by 
ether narcosis. Where there was an epidural abscess my statistics 
showed that of 14 cases operated on all recovered. 

Regarding the radical operation for the relief of a chronic 
purulent otitis media with involvement of the mastoid (the Stacke- 
Schwartze operation), 17 cases have been operated on. Of these 
12 were cured and 5 improved. It can therefore be easily seen 
that the mastoid operation is not in itself a dangerous procedure 
if the rules of aseptic surgery are closely followed. No opera- 
tion of this character should be performed without the strictest 
antiseptic precautions both as regards the field of operation and 
the instruments, also the surgeon’s hand. If proper care was 
taken, the exposure of the meninges, either in the middle or 
posterior cranial fossa, or exposure of the opening of the lateral 
sinus, did not increase in any degree the mortality of the opera- 
tion. On the other hand, I have found that the more extensive 
and radical the operation, the better the result. The surgeon 
who operated most frequently and most radically was really more 
conservative than he who waited for very pronounced symptoms. 
Regarding the technique, all details of preparation of the opera- 
tive field should here be undertaken with strict surgical cleanliness. 
The primary incision should lie close to the line of auricular 
attachment and should extend from just below the tip of the 
mastoid to just above the external auditory meatus, the soft parts 
being divided down to the bone. In this manner a very narrow 
anterior flap was formed. ‘The anterior flap was pushed forward 
by means of a periosteum elevator, exposing thoroughly the 
superior and posterior margins of the bony external auditory 
canal. All bleeding points were secured by means of artery 
clamps. The next step was to sever the attachment of the sterno- 
mastoid muscle. This was best done by means of blunt scissors 
curved on the flat. The tendinous attachment of the muscle 
should be divided until the finger can be passed beneath the tip 
of the mastoid into the digastric fossa. In every case the mastoid 
antrum should be first entered. This applied not only to those 
cases in which perforation of the cortex was present near the 
region of the antrum, but also where spontaneous perforation had 
taken place into the digastric fossa through the internal plate of 
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the mastoid. For removing the mastoid cortex he preferred 
either the chisel or the gouge. The bone should first be re- 
moved as close to the posterior wall of the bony meatus as possi- 
ble and not above the spina supra-meatum. The opening in 
the bone should be gradually deepened until a probe could be 
passed through the mastoid antrum into the middle ear. The 
wound should then be explored by means of the probe to ascer- 
tain whether the bony walls were intact. After the mastoid antrum 
has once been entered the topography of the process is evident. 
The entire mastoid cortex should then be removed by means of 
the chisel or gouge and the tip removed by the bone forceps. 
Great care should be taken to thoroughly curette the aditus ad 
antrum so as to permit free drainage of the middle ear through 
the posterior opening. Experience has taught me that the oper- 
ator was inclined to do a less radical operation than was absolutely 
necessary. In my later cases I have found not infrequently that 
the bone seemed almost normal. Close inspection, however, 
revealed the fact that it was a little congested and slightly dark 
in color. With reference to any possible accidents that might 
occur during the operation, these were of trifling importance pro- 
vided aseptic treatment was carried out. I never operate upon a 
case without expecting to expose or open the lateral sinus or to 
enter the cranial cavity. The exposure of the sinus in doubtful 
cases is imperative, and if its appearance is not perfectly normal 
a free incision should be made into the vessel. No harm could 
possibly result from this procedure, and many a life which would 
otherwise be lost might be saved by what was apparently a radical 
and uncalled-for procedure. The same applies to entering the 
middle cranial fossa. My own cases which have terminated 
fatally have been those in which I had not done a complete and 
radical operation. 

Dr. Knapp (New York): Do you attach the same importance 
to tenderness on pressure in acute cases as in chronic? Dr. 
Dench replied in the negative. (From Zhe Laryngoscope.) 

Dr. Devic (Ypres) read a paper on panotitis; cerebral 
complications ; death ; post-mortem. 

A patient, aged forty, presented all the symptoms of chronic 
inveterate neuralgia of the right trigeminal. Deafness declared 
itself, and was found to be due to an exostosis of the right 
external auditory canal. An operation restored his hearing but 
produced no change in the right hemicrania. A few days later 
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symptoms of acute mastoiditis declared themselves, accompanied 
by vertigo, and a hardly perceptible otorrhaea. A _ Stacke’s 
operation showed the only lesions to be purulent infiltration of 
the external wall of the apophysis and a small polypus in the 
attic. The patient died comatose a few days afterwards. 

At the post-mortem examination the following lesions were 
discovered : 

A purulent infiltration in the bony roof of the right middle ear. 
Symptoms of acute meningitis limited to the anterior surface 
of the bulb, spreading from the side of the affected ear to the 
inner third of the cerebellum, and compressing on the left side 
all the meninges which covered the left side of the cerebellum. 
There was pus in the fourth ventricle, and in the left lateral 
ventricle. The left ear was free of any pathological lesion, and 
the same could be said of all the other parts of the endocranium 
and its coverings, as well as of the bony skull. 

Mr. A. H. Curate (London) read a paper on the petro- 
squamosal sinus—anatomy and pathological importance. 

As little or nothing is written in even the best works on otology 
concerning this sinus, which has most important connections with 
the middle ear both from anatomical and pathological stand- 
points, I have thought the subject of sufficient interest to bring 
before the Congress. ‘The following British authors have written 
on the subject: J. F. Knott, of Dublin (ournal of Anatomy, 
vol. xvi., page 27), who quotes C. Krause, Luschka, Otto, and 
Sir Charles Bell; Henry Morris (Anatomy, page 661), Professor 
Macewen (Pyogenic Diseases of the Brain and Spinal Cord, 
pages 2 and 8), and Quain (Anatomy). 


COMPARATIVE ANATOMY. 


In some lower animals, dog and calf for instance, this sinus 
runs across the roof of the middle ear, making its exit by means 
of a large foramen between the base of the zygoma and the bony 
meatal wall, and serves almost entirely for the exit of the infra- 
cranial blood, taking the place in fact of the sigmoid portion of 
the lateral sinus. 

In the higher forms of monkeys, such as the chimpanzee, gor- 
illa, and orang-outang, the sinus closely resembles the human. 

In the Macacus group the young often have the groove which 
runs along the petro-squamosal suture, and the anterior external 
opening well marked ; while with the adult the opening is usually 
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closed or rudimentary, leaving the groove which runs forward to 
the foramen spinosum. In other varieties, notably in Baboons, 
Chrysothrix, Cebus, Midas, Hapule, Lemuridz, and Indri, both 
the groove and the external opening are well marked, the latter 
piercing the bone between the large post-glenoid tubercle and the 
bony meatus. In these the sinus does not take the place of the 
sigmoid portion of the lateral sinus, as it is also present and well 
marked. 
HUMAN ANATOMY. 

In early foetal life, before the formation of the internal jugular 
vein, the petro-squamosal sinus carries all the intracranial venous 
blood, emerging in front to open into,the primitive jugular (after- 
wards the internal jugular). It is not to be wondered then that 
this channel which serves such important duties in early foetal life 
should persist in some form or another in later life. The ante- 
rior opening usually closes, the sinus or its remains at its anterior 
extremity forming a connection with the middle meningeal vein. 
The sinus dwindles to a small size, while the opening into the 
lateral sinus often persists. 

With regard to the persistence of the anterior opening in front 
of the meatus in adult life, I examined 2585 skulls in the Royal 
College of Surgeons’ Museum, and among this number I found in 
23 rudimentary remains, 3 in the glenoid cavity, 3 in the zygo- 
matic process itself, 6 in the base of the zygoma, and rr just 
external tu the Glaserean fissure, with sometimes a fine groove 
running outwards and occasionally bridged over by the junction 
of the post-glenoid tubercle with the bony meatus. I must here 
say that it is the rule rather than the exception for remains of the 
sinus to be present in some form or another all through life. In 
this statement I am supported by my friends, Mr. Arthur Keith 
and Mr. Cadman. Unfortunately it is impossible in the time 
allowed me to describe minutely the different varieties, but in the 
photographs to be shown directly some idea can be obtained, and 
some specimens of my own are now in the Museum. 

In infancy and childhood the sinus as a rule had a well-marked 
opening into the lateral sinus behind by means of a valve-like 
opening, and in front joining the middle meningeal vein, while in 
adult life, although it is often marked, careful search has some- 
times to be made. The absence of markings on the bone in the 
neighborhood of the suture does not by any means show that the 
sinus is not present. In infancy and early childhood, in the region 
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of the posterior extremity of the suture, numerous irregularities are 
often seen; it is at this spot that a bridge often forms over the 
posterior end of the sinus before it opens into the lateral sinus, a 
common condition in the adult bone. I will now show photographs 
of a few specimens in my collection. 

(A series of excellent photographs demonstrating various 
phases of the sinus were thrown on the screen.) 

On looking at the roof of the middle ear in a fresh specimen 
after the dura mater had been stripped off, a network of rather 
large veins can be plainly seen immediately beneath the bone; 
from this network several veins emerge through the suture to 
empty into the sinus. 

In children in which the interval between the suture is wide 
these are sometimes numerous, especially posteriorly. In the 
adult a fairly constant one is present on a vertical level with the 
membrane ; or more may be present at intervals. These emer- 
ging veins receive a fine covering representing the meninges. 

Occasionally the openings of fairly large veins can be seen on 
the cerebral side of the sinus, especially at its anterior part. 


PATHOLOGICAL IMPORTANCE, 


It is therefore seen that there is a connection between the veins 
of the middle ear and those of the meninges, and occasionally, at 
all events, with those of the temporo-sphenoidal lobe, and through 
the meningeal coverings the middle ear is in communication with 
those of the middle and posterior fosse. Under these circum- 
stances the importance of this sinus, with its tributaries and con- 
nections, from a pathological point of view, is very evident, and 
explains how infection may spread from the middle ear to menin- 
ges and brain without microscopical evidence of the connection. 
Such a state of things is not uncommon, as we all know, in 
infants and children, in whom, as | have said, the pathway we are 
considering is well marked and in whom the membrane may be 
intact. There is a specimen of mine in the Museum, obtained 
in the post-mortem room from an infant, aged one year, who 
died of suppurative lepto-meningitis, without a known cause, 
during an attack of pneumonia. The middle ear was full of pus 
containing all sorts of pathologic cocci. I cut sections of the 
emerging vein but was unable to find cocci, but this by no means 
precludes this as having been the pathway. There was no throm- 
bosis. This is by no means the first case of the sort I have seen. 





On i a a 


t 











Sixth International Otological Congress. 457 


Occasionally it is seen in adults, but as a rule a perforation is 
present in the membrane. It is astonishing, in the face of this 
close connection of the middle ear with the meninges, that men- 
ingitis is not of more frequent occurrence. The explanation may 
be that the meninges, like the peritoneum, are able to deal with a 
certain amount of infection, and only when the dose is excessive 
is this resisting power overcome. ‘This pathway will also explain 
the presence of a cerebral abscess without microscopical con- 
nection with the diseased middle ear. ‘That the sinus may be 
the pathway for septic thrombosis of the lateral sinus I have 
evidence in two Cases. 

A. H. Cleveland, of Philadelphia, in the ARCHIVES OF OTOLOGY, 
col. xxiv., p. 136, 1895, relates the case of a boy, aged six years, 
who died of pyemia. At the post-mortem the petro-squamous 
sinus was found abnormally large and deep, being at one or two 
points almost entirely bridged over by bony processes. At its 
anterior extremity necrosis had taken place and pus had entered 
the sinus, causing a thrombus which extended backwards into the 
lateral sinus. Meningitis was present on the same side. 

In St. George’s Hospital Museum, and now in our own, is a 
specimen (No. 33a) of the dura mater, with the lateral and longi- 
tudinal sinuses, from a man aged twenty years who, after suffering 
with discharge from the right ear for three months, died with 
symptoms of meningitis. At the post-mortem examination sup- 
purative meningitis was found over the right side, with septic 
thrombosis of the lateral and longitudinal sinuses. A vein was 
found which made a direct communication between the tym- 
panum and the lateral sinus and which would admit the passage 
of an eye probe. 

It may be that we have here one of the pathways which will 
solve some of the unaccountable intracranial affections met with 
by the physician, such as the posterior basic meningitis of infants, 
cerebro-spinal meningitis, and perhaps some cases of tuberculous 
meningitis, especially when the lining membrane of the middle 
ear is like the following photograph (shown). | 

[t is taken from a section of the lining membrane of the middle 
ear of an infant who died of tuberculosis meningitis and general 
tuberculosis. ‘Tubercle bacilli can also be seen in another section 
(to be seen in the Museum). 

I should like to draw attention to the condition of the middle 
ears of children who have died of general tuberculosis, including 
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meningeal tuberculosis. There is thin, purulent matter in the 
cavity, often with an intact drum, irregular thickening of the li- 
ning membrane, which on section shows patches of well-marked 
infiltration, but no tubercle. 

In conclusion, I wish to give my best thanks to the Council of 
the College of Surgeons, to Prof. Chas. Stewart, F.R.S., and Mr. 
Arthur Keith. 

Dr. Knapp (New York) said that he was sure he was speaking 
the sense of the convention if he expressed his most hearty thanks 
to Dr. Cheatle, not only for the instructive demonstration and his 
important remarks on the petro-squamosal sinus, but also on his 
untiring efforts in bringing about such a unique otological mu- 
seum, which they had all admired and studied with keen interest. 
His attention was first drawn to the significance of the petro- 
squamosal sinus by the case of Dr. Cleveland, of Philadelphia, 
which Dr. Cheatle quoted, and of which Dr. Cleveland had sent 
the speaker his manuscript, with the remark that in text-books of 
aural surgery, and also in those of descriptive anatomy, nothing, 
or almost nothing, was to be found on the topic. He looked 
up the subject and found only a short but very good description 
(about 15 lines small type) in Quain. Now that authoritative 
attention had been directed to this sinus we may expect to hear 
more about it. He felt sure that by its knowledge we should 
be able to understand many symptoms in vivo and at autopsies: 
which thus far had been obscure. (From Zhe Laryngoscope.) 

Professor V. GraAzzi (Florence) read a paper on a new treat- 
ment for chronic catarrhal inflammations of the pharynx 
connected with diseases of the ear. 

After referring to the frequency of chronic catarrhal pharyn- 
gitis and the inefficiency of all the methods hitherto proposed for 
its treatment, the author discussed the varieties and different 
degrees of the affection. He presented some microscopic prepara- 
tions in order to show the normal structure of the pharynx and 
the alterations produced in it by chronic catarrh with hypertrophy 
of the adenoid tissue. He remarks that the structure of the 
pharynx itself suggested to him the method of treatment under 
consideration,—a method which consists in the compression or 
crushing of the diseased tissues. Consequent on these manceuvres, 
repeated more or less frequently, the tissues become less in- 
flamed, the granulations are absorbed, the function of the glan- 
dular tissue is re-established, as well as the circulation in the 
blood-vessels and lymphatics. 
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Professor Grazzi carries out this treatment by means of small 
metal probes, bent at an angle more or less obtuse; the small 
probes end in a kind of fork into which are fixed small rollers. 
These are pressed up and down on the pharynx with more or less 
force, according to certain indications mentioned by Dr. Grazzi, 
and have been found very useful in certain cases where the dis- 
ease had spread to the middle ear. The instruments were 
demonstrated at the congress. 

Dr. ARISTIDE MALHERBE contributed an elaborate paper on 
the surgical treatment of dry chronic middle-ear inflam- 
mation by scooping out the petro-mastoid bones, pub- 
lished in pamphlet form. Paris, 1899. 

Dr. Louis Bar (Nice) read a paper on the diagnosis of 
anterior abscesses of the mastoid, and of furunculosis 
of the external auditory meatus. 

Otologists are agreed that they sometimes find it difficult, if 
not impossible to make a diagnosis between abscess of the limit- 
ing cells of the mastoid process and furunculosis of the meatus 
externus. In such cases a reasonable diagnosis can only be made 
from deductions drawn from a perfect acquaintance with the 
anatomy and physiology of the region and at the same time from 
the general aspect and progress of the case. The following 
deductions may be drawn : 

I. That lymphangitis and early periauricular adenitis are the 
rule in all furuncular affections of the meatus ; and are late and 
exceptional in purulent infammations of the limiting cells. This 
is consequent on the difference between the lymphatic systems 
of the external and middle ear. 

II. That perimastoid cedema effaces the retro-auricular depres- 
sion in furunculosis, whereas in mastoiditis the retro-auricular 
depression persists and remains circumscribed. 

III. That the pharyngeal plexus may become visible through 
venous stasis induced by the mastoiditis. 7 

IV. ‘That, in consequence of the different innervation of the 
tympanum and the meatus, spontaneous pains and sensitiveness 
are more acute in furunculosis ; they are less marked in general 
in anterior abscess of the mastoid. 

V. That, also for neurological reasons, in inflammation of the 
anterior cells, facial paresis is sometimes observed, an exaggera- 
tion of gustatory sensitiveness, and particular sensitiveness of 
the pharynx and end of the tongue. 
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VI. ‘That the bacterial nature of the pus is different in'the 
two diseases, 

VII. That in absence of any febrile condition a continuous 
disproportion between the pulse and the temperature is in favor 
of mastoiditis. 

Dr. Lannois (Lyons) contributed a paper on epilepsy of 
aural origin. 

Dr. Lannois gave the history of a patient aged twenty-six, of 
tuberculous inheritance, but without any pulmonary symptoms, 
who was attacked with double otorrhcea at the age of seven, and 
epilepsy at the age of thirteen. When he presented himself for 
treatment in April, 1897, he had, as a rule, an epileptic attack every 
week. One ear had cicatrized, and had been dry for some time. 
The other ear was still suppurating, the drum entirely destroyed, 
cicatrizing in part, but with two ulcerations below and in front. 
Cure was obtained in a few weeks, and the hearing for the watch, 
which had been only on contact, improved twenty and twenty- 
five centimetres, At the same time the epileptic attacks disap- 
peared, and in March, 1899, the patient returned of his own 
accord, to say that he had remained cured since, and that his ears 
were quite dry. During the year 1898, he had had only two slight 
attacks of vertigo,—the last being in the month of August. 

Cases like this, where the connection between the otic lesion 
and epilepsy appears well marked, are very rare. It is this fact 
that gives interest to the above case, and shows the importance of 
treating the ears when they are affected in epileptics. 

Mr. GALBRAITH CONNAL (Glasgow) contributed a case of 
Sarcoma of the external auditory canal. (Photographs of 
the patient and sections of the tumor were shown in the hall 
of the Congress Museum.) 

Malignant tumors of the ear are rarely met with. Of the two 
forms of malignant disease, sarcoma of the ear is more uncom- 
mon than carcinoma. On looking over the statistics of the 
Glasgow Ear Hospital for the past twelve years, I find that in an 
aggregate of nearly 15,000 cases malignant disease is noted as 
occurring six times,—once in 2500 cases,—four times epithelioma, 
and twice sarcoma. These figures nearly agree with those of 
Biirkner, which are often quoted. More recently Asch, in 1896, 
in reporting a case of sarcoma of the auricle, mentioned that he 
had found only ten cases of sarcoma of the ear described in 


literature. 
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Of the two cases of sarcoma which have occurred at the 
Glasgow Ear Hospital, one was reported by Dr. Barr in the Brit- 
ish Medical F ournal for October, 1897 ; the second is the case 
which I have the honor of submitting. 

These two cases were in marked contrast in the way they 
developed. In Dr. Barr’s case, where the sarcomatous mass 
originated in the middle ear, there was no external growth, and 
the symptoms latterly pointed to some intracranial mischief 
suggesting temporo-sphenoidal abscess. In the present case, 
where the sarcoma originated in the external auditory canal, the 
development of the tumor was outwards, and gave rise to a large 
swelling in front of and behind the ear. 

The patient was a girl six years of age. About eight weeks 
before she came to the hospital, her mother noticed a small 
growth — said to be quite painless — in the external auditory canal. 
A portion of this growth was removed by the family medical 
attendant, but it quickly recurred, and afterwards pain was 
persistent and severe. Facial paralysis set in seven days later 
and persisted. ‘here was no history of purulent discharge from 
the ear. 

Inspection showed a grayish-looking mass occupying the ex- 
ternal meatus. It was exceedingly painful to the touch, and with 
the probe it was found adherent along the posterior wall of the 
canal. There was slight matting of the tissues in front of the ear 
over the parotid, and the gland at the angle of the jaw was en- 
larged. As already mentioned, there was marked facial paralysis 
on the same side. 

Under chloroform the whole mass was curetted from the wall 
of the canal. The tympanic membrane was found destroyed, 
and the bone on the inner wall of the tympanum denuded of 
periosteum. This gave relief from pain; the patient slept well, 
and put on flesh. But in about a month’s time the growth re- 
curred, and rapidly involved the mastoid region and the tissues 
in front of the ear. The great involvement of these regions by 
the extension of the tumor outwards is seen from the photographs. 

The patient died seven months after her first visit to the 
hospital. No post-mortem examination was allowed. 

Sections of the tumor showed a spindle-celled sarcoma, with 
the sarcomatous growth extending along underneath the epi- 
dermis. 

These malignant tumors of the ear, though rare, are very 
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interesting. A point of practical importance lies in the diagnosis. : 
As we know, sarcoma is apt to manifest itself in the earlier years 
of life, at a time when we often meet with polypi and granulations 
in the external auditory canal as the result of neglected purulent 
otitis media. Excessive pain should always excite suspicion of 
malignant mischief, and lead to a microscopical examination of 
the tissue. So far as I have examined the literature on the sub- 
ject, excessive pain is the prominent symptom. If in addition to 
pain there is marked and rapid recurrence of the growth, with 
glandular involvement, we have a group of symptoms which 
should make one careful as to the diagnosis and prognosis. 

In the present case the excessive pain, and — what was very 
marked—the grayish look of the tumor, which was unlike 
ordinary granulations, the intimate adherence of the tumor to 
the posterior wall of the external auditory canal, the matting of 
the tissues in front of the ear, the glandular involvement, and the 
facial paralysis — these, apart altogether from the history of the 
case, presented a clinical picture which at once arrested atten- 
tion, and led to a microscopical examination of the tissue being 
made, when the diagnosis of sarcoma was confirmed. 

Dr. Rutten (Namur) showed an exostosis of the right 
auditory meatus. 

The osseous anomaly was remarkable for its large size. It 
measured fifteen millimetres in length, and twelve millimetres in 
thickness. It filled the external meatus so completely as to pre- 
vent the introduction of the smallest probe between the cell and 
the tumor. Besides, by its compressure, the excrescence had 
destroyed the skin and caused an osteo-periostitis of the canal. 
This secondary suppuration complicated by the retention of pus 
in the middle ear with the commencement of cerebral symptoms, 
compelled the patient to let himself be operated upon. 

The exostosis is remarkable, in addition to its extraordinary 
size, for the long time it had been in the ear without causing any 
trouble. Its slow development had taken place unperceived. 
The patient was thirty-eight years of age at the date of the opera- 
tion ; he was a cooper by occupation, had served in the army and 
had never suffered from running from the ear. Seven years be- 
fore the operation he had consulted Dr. Rutten for deafness. At 
that time the exostosis already completely obstructed the 
meatus, and the patient was much astonished when he touched 
with his little finger a hard body which was only distant a few 
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millimetres from the entrance of the ear. He had never sus- 
pected its presence. At that date the operation proposed was de- 
clined, although the dangers of suppuration were pointed out,— 
complications which, as a matter of fact, set in seven years later. 
One might therefore safely say that the tumor had been fifteen 
to twenty years in developing. 

The exostosis, of the consistence of ivory, was pedunculated. 
It was covered with a thin, transparent skin, and was implanted on 
the postero-superior wall, occupying the whole bony part of the 
canal. Under an anesthetic it was removed with the gouge, 
without turning down the auricle. The result of the operation 
was immediate restoration of hearing and cure of the otorrheea. 

P. Lacrorx (Paris) read a paper on otitic complications of 
ozena (ozena of the ear), in which he first reports the case of 
a girl suffering from acute otitis media in whose ear, after para- 
centesis, he found the characteristic secretion of ozena— that is 
to say, a liquid matter in which were little crusts presenting quite 
the special odor of ozena. This is obviously a case of ozena of 
the ear. 

The author next gives the result of his researches in forty-two 
cases of ozena. In thirty patients he found lesions of the middle 
ear. It should be added that, under such circumstances, a care- 
ful examination of the ear is necessary. 

Finally, the author concludes that the otitic complications of 
ozena are very frequent and deserve the name of ozena of the ear. 

(From Zhe Laryngoscope.) 

Prof. OSTMANN, of Marburg, Germany, speaks on his thera- 
peutic results with vibratory massage in chronic hard- 
ness of hearing. He uses a massage apparatus, moved 
by electricity, of Hirschmann, Berlin. The external auditory 
canal is closed air-tight by the end piece of the apparatus. The 
to-and-fro movement of the piston is 2 mm, and imparts 1000 
to 1200 puffs on the drumhead in ten minutes. No unpleasant 
reaction follows. ‘Thus far he has tried this mode of treatment 
in four cases, which he details. Results : the objective condition 
unchanged ; tinnitus was never increased, but gradually dimin- 
ished, yet it disappeared in no case, though it did not return in 
its former intensity ; the range of audition —lower- and upper- 
tone limits — was in several cases perceptibly widened. Ostmann 
considers his communication not as something definite, but as an 
invitation to collective scientific labor, in order to find more 
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surely and quickly the granule of gold which seems to inhere in 
this mode of treatment. He deems the method indicated in 
chronic hypertrophic otitis media catarrhalis and in protracted 
cases of hardness of hearing left after acute otitis media. 

(From an abstract of the author, with a plate indicating the ex- 
amination of the hearing function before and after the treatment, 
in the Zettsch. f. Ohr., xxxv., p. 287.) 

TH. Heman, Warsaw. Primary inflammation of the 
mastoid process. The speaker has very rarely met with cases 
of primary periostitis of the mastoid, and never has he seen a 
case of idiopathic inflammation or suppuration limited to the 
mastoid cells. ‘The cases of primary periostitis which led to a 
subperiosteal abscess were always caused bv traumatism, once 
only by erysipelas. Those cases which did not produce ab- 
scesses, but disappeared by absorption, or left a thickening of the 
periosteum (hyperplasia), were caused by traumatism, colds, 
syphilis, or gout. A certain number of cases, looking like pri- 
mary ones, manifested themselves later as originated in sup- 
purations of neighboring structures. He details three cases of 
purulent mastoiditis where the middle-ear affection was so insig- 
nificant and transient that it might readily have been mistaken 
for primary mastoid suppuration. 

(From the paper published in full in the Annales des mal. de 
Voreille, etc., Nov., 1899, p. 475.) 

Dr. F. Rowrer, Zurich. The blue coloration of the drum 
(tympanum cceruleum) and the formation of varices in 
the drum membrane. Rohrer describes the color of the normal 
tympanic membrane at different ages, speaks of the blue aspect 
which in rare cases is noted in the lower part of the drum mem- 
brane when by dehiscence of bone at the floor of the tympanic 
cavity the jugular bulb projects into the latter. R. then details 
a case observed by him these five years where there were from 
one to four blue nodules on the posterior surface of Shrapnell’s 
membrane, appearing and disappearing from time to time. They 
were true varices. 

(From Annales des mal. de loreille, etc.) 

Dr. Louis Bar, Nice. Differential diagnosis between 
anterior mastoid abscess and furuncle of the ear canal. 
Bar relates four incident cases, and then discusses the differen- 
tial diagnosis between the above affections. He particularly and 
justly advises us to rest our judgment chiefly on the anatomy of 
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the parts. The anterior mastoid abscess is commonly accom- 
panied by perforation of the drum membrane and otorrheea, the 
swelling is in the deepest part of the canal, the mastoid itself is 
painful and sensitive to pressure; commonly there is rise of 
temperature at the onset, later no fever ; the course is slow. The 
furuncle effaces the retro-auricular furrow, the mastoid abscess 
does not materially change it. lymphangitis and preauricular 
adenitis are usually early symptoms of a furuncle, whereas they 
are either absent or little conspicuous in anterior mastoid abscess. 
Dr. Bar says that Lubet-Barbon and Broca’ have nicely traced 
the symptomatology of anterior mastoid abscess, but he thinks 
that the differential diagnosis between it and the furuncle is 
frequently quite difficult, if not impossible for a time. 

Dr. MARCEL LERMOYEZ, Paris, makes some remarks on the 
infectiousness of acute suppuration in the middle ear. 
A woman, nursing her husband during grippe which was compli- 
cated with a mild acute otitis, is affected in the same way. 
Two sisters with herpetic angina suffer from acute otitis media 
alike. Two other sisters are affected simultaneously with 
measles, otitis, and adenitis. Two children had a mild attack 
of grippe complicated with otitis and tympanal ecchymosis. A 
brother and sister, doing farm labor, were sick with hemorrhagic 
otitis. A lady was affected with bilateral hemorrhagic otitis during 
mild influenza, her nurse in the same way two days later. A 
chambermaid had otitis, a young man who was about her con- 
tracted otitis of the same kind four days later. 

Lermoyez is of opinion that a healthy person coming in contact 
with a man suffering from otitis may catch the disease. In Paris 
hospitals observations have been made which seem to confirm 
his supposition. In the H6épital des Enfants Malades about 20 
per cent. of the children were attacked with otitis, whereas in 
the private practice of the attending physician only 1 per cent. 
Similar observations were made in other hospitals. The trans- 
mitted otitis has the same form as the primary. Lermoyez con- 
cludes that persons, especially children, suffering from otitis 
should be isolated. 

Dr. GARNAULT, Paris, speaks on the mobilization of the 
stapes. A man, seventy-two years old, who had been hard of 
hearing forty years, completely deaf fifteen years, received con- 
siderable improvement from mobilization of the stapes, which has 
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1 Les suppurations de apophyse mast., etc., p. 62. 
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continued these three years. Speaks of other equally favorable 
cases, and presents a lady patient in confirmation of his state- 
ments. 

Dr. FiscHENICH, Wiesbaden. The treatment of catarrhal 
adhesive processes in the middle ear by injections of 
pilocarpin. Fischenich used the remedy in a 20-per-cent. 
solution in increasing doses in the various sclerosing processes 
with or without labyrinthine complications. In 120 cases during 
the last four years the results have been encouraging, and he 
urgently recommends this treatment. The remedy must be in- 
troduced directly into the drum through the tubes. From thirty 
to fifty applications are required. He states: 1. At the begin- 
ning a certain degree of improvement of hearing is obtained. 
Then the capacity of the mucous membrane for absorption mostly 
diminishes. 2. A further improvement of hearing can be ob- 
tained by a repetition of the treatment at alater period. 3. After 
total cessation of all treatment improvement may still be noticed. 

No reports have been obtained of the papers of Drs. GoLp- 
STEIN, EEMAN, FARACI, NUVOLI, SNow, MINK, BRIEGER, HART- 
MANN, COsTINIU, and AVOLEDO, whose papers are mentioned in 
the general synopsis, at the first part of this report. 
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ANATOMY OF THE EAR. 





107. Brox, Z. Radiographs of the cavities of the ear and 
nose. Arch. f. Ohr., Bd. xlvi., S. 117. 

108. OKxapa. On the surgical anatomy of the ear. Arch. /. 
klin. Chir., Bd. \viii., Heft 4. 

109. Preysinc, Herm. The healthy human tympanum is 
germless. (From the Pathological Institute of Breslau.) Cen- 
tralbl, f. Bact., etc., Bd. xxv., Nos. 18, 19. 

107. Brodut describes drawings of temporal bones and the ac- 
cessory cavities of the nose, which had been particularly prepared 
for Roentgen photographs. The method has been fully de- 
scribed in a previous publication of the author (“The Methods 
of the Anatomical Presentation of the Cavities of the Ear and 
Nose.” In German). It is a pity that the pictures of Briihl 
could not have been better reproduced. BLocu. 

108. OKADA draws from the large number (111) of openings 
of skulls at the Berlin Anatomical Institute the following con- 
clusions : 

1. Anthropological forms of skull give no sure indications of 
“ dangerous temporal bones.” 

2. Dangerous temporal bones are met with more frequently on 
the right side and with small mastoid processes than on the left 
side and with large mastoids. In the dangerous mastoids (“ Proc. 
mast. infantiles’) the mastoid planum forms a very obtuse angle 
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with the axis of the ear canal. Their diagnosis is further facili: 
tated by (a) the medial position of the spina supra meatum, (4) 
youthful age (up to thirteen years), (c) female sex. BRUHL. 
109. PRreysinG found the contents of the normal tympanic 
cavities of 69 aseptically opened fresh cadavers germless in 62 
cases. The 7 infected ones were not free from suspicion of a pre- 
vious infection. The tympanic cavities filled with mucus of 
new-born children, as well as serous exudate (in general dropsy), 
have equally proved germless. In the acute purulent otitis media 


of a typhoid patient the author has found typhoid bacilli in the 
pus. BrUHL. 


PHYSIOLOGY OF THE EAR. 


110. SCHWENDT, A., Basel. Experimental determinations of 
the wave lengths and numbers of vibration of the highest audible 
tones. Arch. f. d. ges. Physiologie, Bd. \xxv. 

110a, STumpF, CaRL. Contributions to the acoustics and 
science of music. No.2. Leipzig, 1898. Price Mk. 5. 

111. HeEnsen, V. On the acoustic motion in the labyrinth 
water. Muainch. med. Wochenschr., 1899, No. 14. 

110. According to Kundt’s methods of dust-figures and their 
photographs, SCHWENDT ascertained as the normal limit of audi- 
bility for high tones : 

With K@6nig’s tone-rods f* = 20,480 v. d. 


5. 

"aes “  tuning-forks f? = 21,845 v. d. 
"had “* Galton whistle f? = 21,845 v. d. 
4. “  Edelmann’s “ a* =: 97,96: “ 


The alleged g-sharp * of Appun (50,880) has only from 10,000 
to 11,000 v. d. (f*). Instruments that give 40,000 v. d. have thus 
far not been constructed, nor can tones of that pitch be heard. 

BrOHL. 

110a. C. Stumpr and M. MEYER publish in the above mono- 
graph of 170 pages five papers, partly on the physics of music, 
partly on the physiology of the ear, based altogether on physio- 
logical investigations. In the first, Stumpf critically reviews some 
recent investigations on tone-fusion (Tonverschmeltzung). He 
understands by tone-fusion the unity of sensation produced by 
the impression of compound tones, such as octaves, fifths, thirds. 
All observers agree as to the gradual diminution of tone-fusion in 
the just-named succession. Max Meyer, “On the Theory of 
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Difference-Tones and on Sensations of Sound in General,” is satis- 
fied that the difference-tones are subjective of origin, 7. ¢ , produced 
by a function of our hearing organ.’ He criticises Ebbinghaus 
who adheres to Helmholtz’s resonance theory and supplements it. 
Meyer thinks it would be better to give up the theory of resonance 
altogether because it handicaps the progress of physiological 
acoustics. He does not want to prop this theory up by explain- 
ing, according to it, Bezold’s investigations on deaf-mutes. 
Meyer rests his theory of audition on the supposition of an analy- 
sis of the masses of sound in the labyrinth by the differences in 
the intensity of motion.—To report on the other papers would be 
out of place in these ARCHIVES. BLocu. 


GENERAL SUBJECTS. 
a.—REPORTS AND GENERAL COMMUNICATIONS. 


112. Bartu, Prof. A., Leipzig. On the present status of 
laryngology, rhinology, and otology. Introductory address to his 
professorship at the University of Leipzig. Leipzig, 1899. 

113. WassmMuUND, Dr., Military Surgeon. Report on the Ear 
Department at the Military Hospital I. at Berlin, for the time 
from Oct. 1, 1896, to Oct. 1, 1898. Deutsche militérische Zeitsch., 
Heft 6, 1899. 

112. BARTH gives a very opportune and comprehensive pre- 
sentation of the above specialties, with the view that they should 
receive due recognition in the curriculum and examination of the 
German student of medicine. The three departments might be 
taught by one man, who should have a salaried professorship with 
seat and vote in the faculty, as well as the necessary institutions 
and assistants for didactic and clinical teaching. 

113. The Ear Department of the Berlin garrison has 35 beds 
and one examination room. According to WassMUND, during 
the two years, 459 patients were admitted, 448 for diseases of the 
ear, and 11 for diseases of the nose; 17 openings of the mastoid, 
6 radical operations, and 2 openings of the lateral sinus were 
made. 


b.—GENERAL SYMPTOMATOLOGY AND PATHOLOGY. 


114. Guys, A. On agoraphobia in relation to ear disease. 
The Laryngoscope, April, 1899. 





1 Compare these ARCHIVES, ix., pp. 56, 57. 
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115. Burnett, CuHas. H. Further observations on the 
mechanism of aural vertigo and its relief by removal of the anvil. 
Am. Fourn. Med. Sciences, April, 1899. 

116. EcGcer, L. Du réflexe binauriculaire, Ann. des mal. de 
Yoreille, etc., 1899, No. 6. 

117. Lymes, J. A. The bacteriology of some suppurations 
complicating pulmonary disease. Bristol Medico-Chirurgical 
Fournal, March, 1899. 

114. GuyveE refers to Lannois and Tournier, in Lyons, who 
published, some months ago, ten cases of agoraphobia in which 
various forms of ear disease seemed to be the cause of the neu- 
rosis. In three of these cases they saw the agoraphobia disappear 
after the successful treatment of the ear disease. Guye reports 
two cases of this disease occurring in connection with disease of 
the ear. He thinks that in this neurosis the condition of the ears 
should be investigated. GORHAM Bacon. 

115. In this paper BURNETT refers to twenty-seven cases of ear 
vertigo in which he liberated the stapes by removing the incus, and 
in which entire freedom from incapacitating attacks of ear vertigo 
followed the operation. This relief did not always come at once, 
as long a time as six months having elapsed in some instances 
before entire relief was obtained. In a fewcases the tinnitus was 
entirely relieved and in the rest of the cases greatly diminished by 
the operation. The hearing was uninfluenced by the operation. 

Burnett reports further a case of mumps affecting both sides 
and occurring in a healthy man. ‘The left testicle was affected 
and several days later he had an attack of pleurisy on the right 
side. The patient complained of shooting pains in the left ear, 
tinnitus and deafness on the same side. As soon as he was able 
to leave his bed, he had attacks of vertigo. The apparent motion 
of objects was always toward his left side with a tendency at times 
to reel and fall toward his left. Preceding any vertiginous attack 
there was an increase of tinnitus in the left ear and usually a 
coppery taste in his mouth. 

For about a year following, the vertigo continued until Burnett 
removed the incus, when the vertigo disappeared. 

GoRHAM BACcon. 

116. EGGER supposes that in one of his two cases a plug of 
cerumen in the left ear was the cause of tinnitus and hardness of 
hearing not only in that ear but, by the way of reflex through 
irritation of the tympanic membrane and the sensitive nerves of 
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the meatus, also in the other (right) ear, for on removal of the 
plug the symptoms disappeared in both. 

In the other case, the binaural reflex did not occur in the ear 
in which there were scars and absence of the anvil from old sup- 
puration, where consequently the action of the tensor tympani 
was eliminated. ZIMMERMANN, 

117. An extremely valuable paper of great interest to otolo- 
gists was read by LyMes at a meeting of the Bristol Medico- 
Chirurgical Society on February 8, 1899. In dealing with cases 
of pneumonia in which one or more foci of suppuration are found 
in other parts, attention is drawn to, and cases are related of, im- 
plication of the middle ear. From Lymes’s observation the ear 
trouble may : (i) be secondary to pneumonia, causing cerebral 
symptoms, the pus in the tympanum containing pneumococci, 
and be entirely overlooked, especially in children ; or (ii), may 
apparently be the origin of the lung trouble, without local signs 
of extension of disease from the tympanum, or in which suppura- 
tive cerebral and spinal meningitis, or foci in other parts, may 
also be present, the infection in all situations being either due to 
staphylococci, streptococci, or bacillus colli. 

ARTHUR CHEATLE. 





AND TREATMENT. 





¢€.—METHODS OF EXAMINATION 


118. Breitrunc, M., Coburg. Some remarks on the practical 
use of Gellé’s experiment. Monatschr. f. Ohren., 1899, No. 6. 

119. Binc, ALBERT, Vienna. On Gellé’s experiment. Jéid., 
1899, No. 4. 

120. TEICHMANN, Berlin. Ona uniform presentation of the 
results of the examination of hearing. J/did., 1899, No. 5. 

121. Bonnier, P. Un procédé simple d’acoumétrie. Arch. 
internat. de laryng., etc., vol. xii., No. 2. 

122. CourTADE. Recherches sur la simulation de la surdité 
unilatérale. did. 

123. LiesBic, G. von. Treatment of ear disease in the pneu- 
matic cabinet. Minch med. Wochenschr , 1899, No. 20. 

118. BreiTuNnG has found that more or less pressure has to 
be exerted in order to obtain a positive result from Gellé’s ex- 
periment, owing to differences in the conditions of the drum 
membrane and ossicles. Light pressure suffices where the mid- 
dle-ear apparatus is very elastic, otherwise stronger pressure has 
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to be exerted, and even this is insufficient in marked changes, 
and the result is negative. He thinks that these differences are 
of prognostic value. 

119. BING opposes some of the statements of Bloch, calling to 
mind that a negative result of Gellé’s experiment is proof of an 
impediment in sound conduction, but its practical value is far less 
than that of Rinné’s experiment. The requisite air pressure in- 
fluences the ear in such a way as to make it difficult to distinguish 
whether a given tone becomes stronger or not. 

120. ‘TRICHMANN’s diagram deserves preference over the sym- 
bolic otological annotations, and affords a quick and convenient 
comprehension of the results of the functional examination of 
hearing. 

121. To obtain a uniform and comparable foundation for the 
functional examination of the ear, BONNIER proposes to use a tun- 
ing-fork of 100 v.d. and note the time at which the visible vibrations 
of the fork begin to disappear. The ear examined hears the fork 
until so and so many seconds before or after that time. 

122. COURTADE uses a binaural hearing tube constructed 
like the popular binaural stethoscope. The free ends of the 
(elastic) tubes are put into the patient’s ears ; the common tube 
ends in a funnel-shaped sound-receiver, before which a deep- 
sounding tuning-fork is held. Unobserved by the patient, the 
elastic tube of the sound ear is compressed. If the patient con- 
tinues to hear the sound he is a malingerer. This test is a 
modification of one first recommended by Dr. Coggin, of Salem, 
published in the ARCH. OF OTOL., vol. viii., p. 177, in 1879, and 
several others, have since been made known. TRANSLATOR, 

123. Vv. LiesiG, bacteriologist in Reichenhall, collects the pub- 
lications relating to the cure of deaf-mutes by the pneumatic 
cabinet, one of which has recently been added to the therapeutic 
resources of Reichenhall. The results mentioned are “ marvel- 
lous,” but unfortunately communicated by Liebig without any 
criticism. They read like the advertisements in secular papers— 
35 per cent. of perfect cure, among which are cases of chronic 
suppuration, polypi, and exostosis. SCHEIBE (Miinich). 


a@.—DEAF-MUTISM. 


124. Fay, Epw. ALLEN. Marriages of deaf-mutes in America. 
Volta Bureau, Washington, 1898. 
125. Love, Kerr J.,and Appison, M. A demonstration on 
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the education of deaf-mutes. Address to the Glasgow Medical 
Society, Jan. 18, 1899. Glasgow Med. Four., April, 1899. 

124. ‘The work of Fay, 527 pages, contains most accurate 
statistics, from which the following conclusions are drawn : 
Marriages between deaf-mutes are more frequent in America 
than in Europe; 23.1 %@ of former pupils of American deaf- 
mute schools are married, in Europe 7-12 % only, in Denmark as 
much as 23 %. 

Marriages ot deaf-.nutes have steadily increased in the present 
century. 

Marriages between deaf-mutes on both sides are more numerous 
than between deaf-mutes and non-deaf-mutes. 

Marriages of congenital deaf-mutes give birth to more deaf-mute 
children than marriages of persons with acquired deaf-mutism, 
12%; 4.2 &. 

I'he number of deaf-mute children is increased if the deaf- 
mute parents are relatives, especially if, besides themselves, there 
are other deaf-mutes in the families 

125. Ata meeting of the Glasgow Medical Society, held on 
January 18th, Kerr Love stated that there was no special 
physiognomy to mark deaf-mutes, except that, in 754%, appear- 
ances characteristic of post-nasal growths were present. He had 
made comparative measurements of the chest, height, etc., and 
found that, with one notable exception, the deaf-mute had as 
good a physical development as his hearing fellow. The excep- 
tion was, that the cranial circumference of the deaf-mute meas- 
ured on an average half an inch less than the other, this being 
due to the fact that the cranial development which accompanied 
education of the hearing child, from two to seven years, was im- 
perfect in the deaf-mute. Attention was drawn to the fact that 
some are not absolutely deaf. Islands of hearing may exist, but 
these islands are limited to sounds too high in pitch to permit of 
their use for teaching purposes. One case shown was discovered 
to have forty-one deaf-mute relatives. 

The important question, whether marriage between deaf-mutes 
should not be interfered with, was raised. 

Mr. Appison demonstrated in a number of pupiis his method, 
adopted in the Langside school for deaf-mutes. 

ARTHUR CHEATLE. 
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EXTERNAL EAR. 


126. WassmunD, D. (Berlin). Ossification of auricle and 
Roentgenography. Deutsche med. Woch., 1899, No. 27. 

127. MOLLER, JORGEN. On perichondritis serosa auriculz. 
Hospitalstidende, 1899, No. 8. 

128. Epuraim, A. (Breslau). Cyst of. ear canal. Mon. f. 
Ohr., 1899, No. 5. 

129. SuGAr, M. Tumor of the auricle. Arch. f. Ofol., Bd. 
xlvi, S. 94. 

130. BLakKE, C. J. Relachement du segment postero’-su- 
périeur de la membrane du tympan. Ann. des mal. de loreille, 
etc., 1899, No. 5. 

131. WassMUND. On cicatricial closure of dry, persistent 
perforations of the drumhead by cauterization with trichloracctic 
acid (O’Kuneff’s method). Deutsche med. Woch., 1899, Heft 7. 

132. PELTESOHN. On anew simple method to close persistent 
perforations of the drumhead. Berd. kiin. Woch., 1889, No. 16. 


126. The ossification of which WassMUND writes was caused 
by intense congelation of the right auricle. Inflammation, with 
formation of vesicles, with subsequent induration and disfiguring 
swelling, were the consequences. A Roentgen picture of the 
ossified auricle is appended. HARTMANN. 

127. JORGEN MOLLER criticises the statement of Hartmann, 
that what is usually described as hematoma auris is mostly a 
formation of serous cysts. He reports three cases, the nature of 
which was not that of hematoma, but of perichondritis serosa, 
with only moderate symptoms of inflammation. The serous liquid 
may come from the fractured cartilage or from the irritated peri- 
chondrium. Treatment: Splitting of the cysts in their whole 
extent and plugging of the cavity with iodoform gauze. 

HARTMANN. 

128. In EPHRAIM’s case the cyst was at the lower meatal wall, 
contained serous liquid, and extended to the angle of the lower 
jaw. The extirpation, through an incision parallel to the ascend- 
ing process of the lower jaw, was followed by facial paralysis 
which three weeks later began slowly to disappear. 

129. SuGAR totally removed a melanosarcoma with giant cells. 
When, some time later, the patient died of phthisis, no metastases 
were found. 
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130. In chronic tuberculosis (according to BLAKE) the poste- 
rior upper quadrant of the drum membrane is greatly stretched, 
impairing hearing by diminution of surface and resistance to 
sound waves. Temporary improvement may be brought about by 
inflation of the drum, but permanent improvement requires other 
treatment. He recommends a strip of rubber 2 mm X 3 mm, in 
size, to be introduced, folded, with forceps into the ear canal and 
released when in contact with the drum membrane, where it will 
apply itself to the anterior and posterior walls of the canal. 
Little pieces of newspaper, introduced wet, or pencilling with 
collodium may also be of service. ZIMMERMANN. 

131. _WASSMUND has tried Okuneff’s procedure in 22 cases (16 
acute, 6 chronic middle-ear suppurations). In 25 a cicatricial 
closure of the perforation was obtained in relatively short time. 

HARTMANN. 

132. PELTESOHN’S communication is intended to popularize 
Okuneff’s procedure. He has 7 cases of his own, children ‘from 
three to twelve years ; in 5 complete cicatrization had been ob- 
tained ; in 2, who are still under treatment, the diminution of the 
perforation was distinct. MULLER (Stuttgart). 
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@.—ACUTE SUPPURATION, 





133. Poorey, J. R. Two mastoid operations with unusual 
symptoms. Zhe Laryngoscope, April 1, 1899. 

134. Btocu, Leo (Ekaterinoslaw). A case of empyema antri 
mastoidis. Mon. f. Ohr., No. 4, 1899. 

135. LERMOYEZ. Mastoidite de Bezold chez un nouveau-né. 
Ann, des mal. d’oreille, etc., 5, 1899. 

136. Hasstauver, W. Acute mastoid periostitis in chronic 
dry middle-ear catarrh. Mon. f. Ohr., No. 6, 1899. 

137. WEISSMANN. Des mastoidites aigués s’ouvrant dans le 
conduit. Arch, internat. de laryng., etc., xil., 3. 

133. PooLey reports two cases—one of a child of nine—in 
whom it was necessary to open the mastoid cells. In this case 
the patient had severe vomiting which continued for forty-eight 
hours after the operation. The vomiting was projectile in char- 
acter and suggested a cerebral complication. The child recovered, 
however, without further operation. 
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In the second case, the patient, a man thirty-seven years ‘of 
age, had acute otitis media, followed by mastoid disease. He 
suffered severe pain, and during his convalescence developed 
acute empyema of the frontal sinus. Pooley reporis these cases 
to point out the fact “that there may be other reasons for the 
symptoms of vomiting and localized pain happening during the 
healing of a mastoid operation than an extension to the brain or 
involvement of the sinus, although we must constantly have these 


in mind.” GorHAM Bacon. 
134. In BLocnu’s case there were no local symptoms, but 
vertigo and vomiting were present. Recovery. KILLIAN. 


135. LeRMOyez found in a child of two and a half months, 
which had suffered from acute coryza and otorrhoea three weeks 
previously, during the operation an abscess under the sterno- 
-cleido-mastoid muscle owing to a perforation of the medial wall 
of the mastoid process. The mastoid was prematurely developed 
and contained a sequestrum the size of a pea. 

ZIMMERMANN. 

136. The periostitis of the mastoid in HASSLAUER’s Case was 
doubtless caused by an infection from outside. ‘To suppose a 
middle-ear sclerosis as the cause of an acute purulent periostitis 
is not compatible with our present nosology. Unfortunately no 
bacteriological examination was made. 

137. WEISSMANN, based on five cases of his own, to be pub- 
lished later, discusses the pathogenesis of the suppurations of the 
mastoid through the wall of the external ear canal. In his 
opinion they occur only if the air cells adjacent to the meatus 
(cellules limitrophes) are inordinately developed at the expense 
of the other cells, and secluded from the centre by intumescence 
of the mucous membrane. The point of perforation is formed at 
different places of the posterior meatal wall, at times even in its 
cartilaginous part, so that an external subperiosteal abscess may 
liberate itself into the external ear canal. ZIMMERMANN. 


b.—CHRONIC MIDDLE-EAR SUPPURATION. 


138. Forns. Contribution a l’étude de la pathologie de 
loreille moyenne. Aznales des mal. de loreille, etc., 1899, 4. 

139. FERRERI, G. Critique sur |’état de la chirurgie intra- 
tympanique dans les suppurations chroniques et les scléroses de 
loreille moyenne. Ann. des mal. de loreille, etc., 1899, 4. 
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140. FoOUGERON. Des diverses modes d’ouverture spontanée 
4l’extérieur des abscés mastoidiens ; observation d’un cas d’ouver- 
ture en avant dans le conduit auditif externe. Ann. des mal. de 
/’or., etc., 1894, 4. 

141. MENIERE E, Observation d’un cas de périostite chronique 
superficielle de l’apophyse mastoide guérie par la pulvérisation 
d'ipsiléne iodoformé. Arch. internat. de lar., etc., xil., 2. 

142. PLupER, F.  Psychische Stérungen nach Warzenfort- 
satzoperationen. Arch. f. Ohr., Bd. xlvi., S. ror. 

143. Gu Leason, G. B. Chronic suppuration of the middle 
ear. ‘Yourn. Am. Med. Assoc., June 10, 1899. 

144. Borey. De la réunion précoce de I'incision rétro-auri- 
culaire aprés les trépanations mastoido-attico-antrales. Ann. des 
mal, de loretlle, etc., 1899, 5. 

38. Forns alleges to have also clinically observed the mem- 
branous partition wall which he has constantly found in the 
cadaver and which divides the drum into an anterior (tubar) and 
posterior (attico-antral) part (compare 3, Zettsch. f. O., xxxii., S. 
185). From all the cases that have come under his care he selects 
three where in chronic suppuration and destruction of the lateral 
wall of the attic the partition wall was thickened, and neither 
liquid nor fluid that was introduced into the ear passed from one 
side to the other. Forns ascribes a good deal of importance, 
both physiologically and pathologically, to the existence of such a 
partition. 

139. FERRERI, in his review of the current indications, for 
intratympanic operations, seems to emphasize two points in par- 
ticular: (1) The ossicles are always secondarily affected in sup- 
purations, and if extracted they frequently manifest spontaneous 
recoveries from previous destructive carious processes ; (2) in 
sclerosis the removal of the stapesis, functionally, of very doubtful 
value. ZIMMERMANN. 

140. FouGERON discusses the various places of perforation in 
mastoid suppurations and communicates one of those not quite 
so rare cases where chronic suppuration totally destroys the pos- 
terior upper meatal and the lateral attic walls : a spontaneous 
recovery analogous to the operative. ZIMMERMANN, 

141. MENIERE naively relates the following case: Acute 
otitis, Three weeks later swelling over the mastoid; Méniére 
calls it chronic periostitis. Incision reveals a small carious patch 
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on the anterior lower part of the apex of the mastoid, which he 
scrapes and plugs without searching for a further morbid condi- 
tion in the depth. Two weeks later pus is found deep in the 
ear canal and in the wound. The probe discovered bare bone. 
After different modes of treatment had been unsuccessful and 
another surgical interference was contemplated, Méniére chanced 
to read of ipsilen and by three pulverizations the suppuration 
was cured in two weeks. ZIMMERMANN. 

142. PLUDER relates two cases of psychosis owing to otochi- 
rurgical interference,—a rare occurrence. 

Case 1. Man of seventy-three years, in good circumstances ; 
fond of alcohol, which does not well agree with him. An obsti- 
nate coryza probably made him more and more morose and 
brooding. He was complaining of headache and loss of memory. 
Acute otitis media with mastoiditis. Opening of the mastoid. 
Two days after the operation restlessness, delirium, apathy, 
ascites, icterus, death. No post-mortem. In this case the opera- 
tion may have induced the psychosis, without being the cause of 
the fatal lesion. [A psychosis after an operation is rarely fatal. 
It seems not impossible that an acute cerebral abscess was pres- 
ent.—TRANSLATOR. ] 

Case 2. Man of sixty-six years. Moderate alcoholism. Ar- 
terial sclerosis. Otherwise healthy. In 1896, mastoiditis. Open- 
ing, evacuation of deep-seated pus. A week later excited, weeping 
a great deal, somewhat apathetic. Sensibility of right hand 
somewhat reduced. Slight tendency to fall towards the left 
side when the eyes are closed. Symptoms increased. A deep 
abscess in the region of the operation had been opened. Extra- 
dural abscess. Gradually patient improved so much, that he 
could reassume his former occupation. “It is doubtful whether 
the extradural abscess was the cause of the mental derangement.” 
A neurologist, who had been consulted, was inclined to assume a 
focus of softening in the internal capsule. [Circumscribed en- 
cephalo-meningitis cured by the liberation of the pus, in the 
opinion of the translator. ] 

143. GLEASON reports two cases operated on according to the 
method of Professor Passow. In each case there was a chronic 
otorrhcea, and cholesteatomatous material was removed. 

GorRHAM BACcon. 

144. BoTey, contrary to recent methods of other authors, 

thinks that it is not good practice after radical operations not to 
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stitch the wound up immediately, nor to leave a persistent open- 
ing, but to tampon the wound, suture it on the eighth day, and 
insert a drainage tube, to be removed six days later. 

ZIMMERMANN. 


¢.— CEREBRAL COMPLICATIONS OF MIDDLE-EAR SUPPURATION. 





145. Lucar, A. Operative cure of acase of purulent otitic 
meningitis. Berl. klin. Woch., 1899, 23. 

146. Hammonp, L. J. Remarks on the diagnosis of cerebellar 
abscess in children. Arch. of Pediatrics, June, 18y9. 

147. McConnacuig. A. D., and Hartinc, C. W. A case of 
cerebellar abscess. ‘four. Am. Med. Assoc., April 8, 1899. 

148. GREEN, J. ORNE. Cerebellar abscesses from infection 
through the labyrinth. Am. Four. Med. Sciences, April, 1899. 


149. LeEDERMANN, M. 1D. An unusual case of sinus throm- 
bosis and epidural abscess, complicated with malaria ; operation ; 
recovery. Mew York Med. Fourn., May 27, 1899. 

150. Botey, R. Otite moyenne suppurée chronique avec 
carie attico-antrale, thrombophlébite du golfe de la veine jugu- 
laire, propagée a la jugulaire interne jusqu’a son tiers inférieur ; 
ligature de la jugulaire interne 4 la base du cou, suivie d’extir- 
pation de ce vaisseau dans presque toute son étendue; trépana- 
tion de l’apophyse, de l’antre et de caisse. Guérison. Azn. des 
mal. de l’oreille, etc., 1899, 5. 

145. LucAE reports: Boy fourteen years, purulent discharge 
from right ear since his fourth year; for the last week pain be- 
hind the right ear, severe headache and beginning opisthotonus ; 
temp. 30.0° C., pulse 105. At the immediate operation the dura 
mater over the roof of the antrum was found bare and gangrenous 
the size of a split pea ; on introducing a probe a few drops of pus 
escaped. An incision into the substance of the brain liberated 
new pus. After the operation the symptoms persisted under the 
characteristic fluctuations of meningitis to disappear only after a 
copious discharge of pus through the opening in the dura. 

On the thirteenth day after the operation the other ear, with a 
normal condition of the drumhead, became hard of hearing, sup- 
posed by Lucae to be due to hyperemia of the labyrinth. He 
discusses the reasons for his supposition, and cites other analogous 
observations. MOLLER (Stuttgart). 
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146. HAMMOND has had five cases of cerebellar abscess, oc- 
curring in children during, the past four years, and believes that 
there is a line of symptoms which goes to determine beyond a 
doubt the presence of an abscess in the cerebellum. The symp- 
toms are as follows: Rapid loss of flesh and strength; rapid 
pulse and high temperature for the first seventy-two hours, fol- 
lowed by a decline in temperature and an increase in the rapidity 
of the pulse ; pronounced flexure of the extremities ; progressive 
increase in the dilatation of the pupils, never, however, becoming 
fixed; half-unconscious condition with uncontrollable restless- 
ness ; a peculiar indisposition on the part of the patient to obey 
requests made ; the presence of sugar in the urine ; slow respira- 
tion ; if standing, tendency to go toward one side; swinging of 
the hands, always toward one side, and entire absence of 
paralysis. GORHAM Bacon 

147. The case reported was that of a boy, twelve years of age, 
who had chronic otorrheea (right side) following typhoid fever. 
A year ago he had nausea, vomiting, and vertigo. ‘There was a 
sudden arrest of the discharge from the ear followed by coma. 
The mastoid cells were opened, the outer cortex being very dense. 
Cholesteatomatous material was found and free communication 
established between the antrum and the external meatus. The 
boy did not improve, but remained irritable, with a pulse of 66. 
The temperature was normal, pupils slightly dilated and intoler- 
ant of light. Other symptoms developed, viz., yawning, semi- 
consciousness, and retraction of the head. The boy died. An 
abscess was found in the right cerebellar lobe at the autopsy. 

GORHAM Bacon. 

148. In this paper, GREEN reports three cases of chronic sup- 
puration of the tympanum, complicated by caries extending into 
the labyrinth, and abscess of the cerebellum. The cases terminated 
fatally. A fourth case was also reported, viz., a case of chronic 
suppuration of the tympanum with caries involving the labyrinth, 
but unattended with any brain lesion. This patient recovered. 
The patient sought advice because he had suddenly become very 
dizzy and experienced considerable pain in the left side of the 
head and ear. A few days later he had a slight chill. About 
a week later, the operation of opening the mastoid was per- 
formed when the bone was found densely sclerosed, the antrum 
and aditus being full of desquamative material. There was a 
carious opening on the posterior part of the inner wall of the 
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aditus. ‘There was pain in the stomach and constant nausea. 
No pain in the head. 

[n the four cases, there was a chronic otorrhoea which ran the 
usual course until there was a sudden attack of vertigo, followed 
soon by a dull pain in the ear. In one there was a marked in- 
crease in the deafness. ‘The vertigo was undoubtedly due to the 
implication of the semicircular canals. In all cases there was 
marked headache. In the three cerebellar abscess cases, it was 
bilateral ; in two of these frontal, and in the other at the vertex. 
In the fourth case of simple caries, the headache was unilateral 
on the affected side. Paralysis of the abducens occurred in two, 
in one bilateral, in one unilateral, on the opposite side from the 
ear disease. Optic neuritis was present in only one case. In Case 
3, the facial paralysis was due, probably, to pressure on the nerve 
in the Fallopian canal. Leucocytosis was present in two of the 
cases of cerebellar abscess. In the fourth case, nystagmus, on 
looking away from the diseased ear, was well marked. Sclerosis 
of the bone existed in all cases. In all four cases the semicir- 
cular canal had been perforated through caries at a point where 
it comes against the aditus wall. In the three fatal cases the 
wall of the vestibule just above the Fallopian canal had been 
destroyed ; in two of them the entire tympanic horizontal por- 
tion of that canal had also been destroyed. The cerebellar 
abscesses were situated in the anterior and lower portions of the 
cerebellum on the same side as the ear disease. Abscesses of 
the cerebellum were due to extension of the inflammation 
through the inner wall of the mastoid, or through the labyrinthine 
passage. GORHAM Bacon. 

149. ‘The patient, aman twenty-nine years of age, came to the 
hospital suffering from an attack of earache (right side). ‘he drum- 
head was incised but only bloody serum escaped. The mastoid 
region was painful and tender on pressure and somewhat swollen. 
It was necessary to make several incisions in the drumhead but 
at no time did any pus escape. ‘The temperature was :04.2° F. 
There was a marked rise and fall in the temperature for the next 
five or six days. He then had a decided chill. At that time a 
microscopical examination of the blood demonstrated plasmodium 
malariz. Hypodermic injections of the muriate of quinine in five- 
grain doses were given. Internally Fowler’s solution was also 
administered. Although there was a temporary improvement it 
became necessary to open the mastoid cells. The antrum was 
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found filled with granulation tissue and a drop or two of pus was 
discovered in the tip. The lateral sinus was filled with pus. The 
thrombus was removed and free bleeding established from both 
ends of the divided sinus. The patient recovered. 

GorHAM Bacon. 


150. BOorTey’s case is not complete despite the long title. The 
elaborate description of the very grave case shows that the last word 
“Guérison,” should be supplemented by “ Death from Pyo- 
pneumothorax.” Botey thinks that the last affection is to be looked 
upon as an independent intercurrent disease, but we have to con- 
sider that at the operation the jugular was ligated and resected, 
yet the sigmoid sinus, the probable original seat of the disease, 
remained unopened, and additionally that a gangrenous cul-de- 
sac, which could not be opened to the bottom, was behind the 
sterno-clavicular articulation. ZIMMERMANN. 


@.—OTHER MIDDLE-EAR AFFECTIONS, 


151. PonrTuiérRe. Corps étrangers de la caisse du tympan. 
Ann. des mal. de l’oreille, etc., 1899, No. 4. 

151. PONTHIERE’S case. Otorrhoea 16 years. After the re- 
moval of a polypus there was found in the now well exposed drum 
cavity a curved piece of copper wire 12 mm long, resting on the 
promontory. The patient when a child, sixteen years ago, proba- 
bly stuck it in his ear, and the physician, in endeavoring to get 
it out, forced it deeper in. 


NERVOUS APPARATUS. 


152. VEIT, Frankfurt-on-Main. Hysterical deaf-mutism. From 
the practice of Moritz Schmidt. Maénch. med. Wochenschr., 1899, 
No. 13. 

152. VEIT reports that a man of twenty-six years woke up a 
deaf-mute six weeks before his presentation. In writing he 
could very well make himself understood. Anzsthetic regions and 
palsies were missing. ‘The deafness was absolute. Attempts to 
speak were followed only by inarticulate sounds. After letting 
him read the sentence, written by the physician before him : “ You 
will hear again in a few minutes”! he was catheterized with a 
good deal of difficulty, but hearing and speech returned at once. 

SCHEIBE. 
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NOSE AND NASO-PHARYNX. 
@.—GENERAL PATHOLOGY. 

153. Kipp, Percy, and McBrIpE, P. Discussions on asthma 
in its relation to diseases of the upper air-passages. Proceed. 
Laryngol. Soc. London. 

154. HaaG, Bern. On the shape of the facial skull. Etiology 
and treatment of congenital choanal atresia. Arch. f. Laryng., ix. 


153. Kipp and MCBRIDE opened a discussion on asthma and 
its relation to diseases of the upper air passages. It is impossible 
to give a detailed abstract of the various opinions given by mem- 
bers of the society. It could, however, be gathered that treat- 
ment applied to the upper air passages in this disease was not 
absolutely curative although sometimes of great value. The dis- 
cussion is worth careful study. ARTHUR CHEATLE. 

154. The very elaborate paper by HAac, written under the 
direction of Siebenmann, first details three new cases of congenital 
atresia of the choanz with particular consideration of the dimen- 
sions of the skull incident to this malformation ; then follow, in 
tabular arrangement, a review of all such cases published thus far, 
and finally remarks on the genesis of these malformations with their 
treatment according to Siebenmann. He draws the following 
conclusions : Asin 26 per cent. of the cases, despite the congeni- 
tal mouth-breathing, the palate was normal, the “high palate” 
should not be considered as the consequence of mouth-breathing 
alone ; it shows itself here again as one of the symptoms of leptop- 
rosopy. Asymmetry of the face is not produced by the obstruc- 
tion of one naris. In the so-called typical cases the obturating 
membrane is probably the persistent, bucco-nasal membrane 
(Hochstetter) moved backward in the course of its development. 
The author was surprised to find in two of his cases a diminutive 
bony framework of the lower turbinals, letting the calibre of the 
lower part of the nasal passages appear larger. In each of the 
three cases the treatment (perforation of the occluding membranes 
with the chisel, removal of the fragments with sharp spoons and 
sickle-knives, eventually resection of the posterior end of the 
septum) restored the sense of smell. Hearing always was 
normal. ZARNIKO. 


b.—METHODS OF EXAMINATION AND TREATMENT. 


155. BerGeat, Huco (Miinich). External rhinoscopy, re- 
cess of the tip of the nose. Mon. f. Ohr., 1899, No. 4. 
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156. MOtuLER, JORGENs (Copenhagen). A new palate-hook. 
Lbid., No. 6. 

157. ALEXANDER, A. (Berlin). Protargol in rhino-laryngo- 
logical practice. Arch. f. Lar., ix. 

158. SEILER, CARL, Epistaxis: its cause and treatment. 
Med. Record, May 27, 1899. 

159. SCHEINKMANN, B. An instrument for use in epistaxis. 
Med. Record, May 27, 1899. 

160. Peters, W. H. A simple and perfect nasal tampon. 
Four. Am. Med. Assoc., April 22, 1899. 

161. Wetits, WALTER A. The value of thiol in nose and 
throat practice. Philad. Med. Four., April 15, 1899. 

155. BERGEAT says when we hold a heated laryngoscope under 
the external orifice of the nostril we can easily inspect the reces- 
sus apicis, a region the direct examination of which is connected 
with some difficulty. KILLIAN. 

156. ‘The new palate-hook (MOLLER’s) is made of German- 
silver wire and curved in such a way as to hold it together with 
Tiirck’s tongue depressor in the same hand. KILLIAN. 

157. ALEXANDER brushes protargol in a 1-per-cent. solution in 
pharyngo-laryngitis, massages the mucous membrane with a 5- 
per-cent. solution in hay-fever, and injects the same solution, 
after syringing, in simple, uncomplicated empyema of Highmore’s 
antrum—all of which with very satisfactory results. Without 
effect is protargol in angina, pharyngo-mycosis benigna, diphthe- 
ria, tuberculous or non-tuberculous ulcerations. ZARNIKO. 

158. The causes of epistaxis are: a, acute traumatic; 4, 
chronic traumatic, due to infliction of slight lesions upon the 
mucous membrane at frequent intervals ; ¢c, general symptomatic, 
from general systemic disorders, as typhoid fever, malaria, sun- 
stroke, and hemophilia ; and @, local symptomatic ones from the 
nasal mucous membrane and cavernous tissue, induced by sneez- 
ing, excitement, mucous polypi, etc. 

For the treatment it is important to obtain a good view of the 
nasal cavity, which is accomplished by cocainization. In sponta- 
neous epistaxis from ulcerations thorough curetting is advisable, 
the surface then being covered with spunk. Cotton or lint or 
any other fibrous material should never be used, owing to the 
close adherence of the fibres. Iron is also to be avoided. 

M. ToEPLitz. 
























Progress of Otology. 485 


159. SHEINKMANN’S instrument consists of two oblong, sausage- 
like rubber air chambers, united and communicating with each 
other by aconstricted neck. The distal or nasal portion con- 
tains a blunt-pointed rod, the outer extra-nasal chamber is filled 
with air and retains its shape, while the nasal is collapsed. The 
proximal extremity of the former is provided with a spool upon 
which the chamber is wound up in the process of emptying its 
air contents into the nasal chamber, and a catcher, which keeps 
it from unwinding itself. M. TOEPLITZ. 
160. ‘lhree rubber condoms are cut off by PETERS to a length 
of 3% inches. A No.9 soft rubber catheter, with a few extra holes 
snipped within two inches from the tip, is inserted with two 
inches of its tip into one condom the upper half-inch of which is 
tied with thread upon the catheter without obstructing its lumen. 
A second condom is slipped over the first, expelling all air between 
the two, and the upper half-inch is wrapped closely down upon the 
similar wrapping below it. The third condom is then applied 
in the same manner. ‘This three-ply soft tampon is easily in- 
troduced when wet into the nose and inflated by the mouth. The 
projecting end of the catheter is bent upon itself and wrapped 
with a thread. M. ToEPLITZz. 
161. WELLS has seen good results from the use of thiol, an 
odorless artificial ichthyol, in attacks of acute laryngitis, applied 
as spray (24%), and in acute rhinitis as ointment (5:30) or insuffla- 
tion (5:20). Subjective symptoms promptly subside. In chronic 
inflammations, particularly with cedematous and boggy mucous 
membrane, and in acute and chronic cases of gouty or rheumatic 
character thiol is most useful. Atrophic rhinitis is thereby not 
benefited. M. TOEPLITZz. 






C¢.—OZAENA. 





162. Hamm (Braunschweig). The treatment of ozena by 
citric acid. Minch. med. Woch., 1899, No. 15. 


162. After cleansing the nose Hamm insufflates citric acid 
with sacch. alb. in equal parts 3 times daily. The foetor temporarily 
disappears. Under permanent treatment in this way the secretion 
also diminishes. SCHEIBE, 






d@.—NEW-FORMATIONS IN THE NOSE. 

163. Breirunc, Max (Coburg). Dangerously grave collapse 
after the operation for nasal polypi. Ween. klin. Woch., 1899, 
No. 22. 
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163. After operating on nasal polypi for half an hour oné of 
BREITUNG’Ss patients had a great collapse which was overcome by 
artificial respiration. 


é.—DISEASES OF THE ACCESSORY CAVITIES. 


164. WELTERT, Jos. (Neuenkirch). 23 cases of antrum 
empyema with consecutive orbital phlegmon. J/naug. Dissertation, 
Basel, 1899. 

165. Femn (Vienna). A powder blower for Highmore’s 
antrum and the dry treatment of empyema with powdered nitrate 
of silver. Arch. f. Lar., ix. 

166. Luc (Paris). Contribution a l’étude de la mucocéle du 
sinus frontal. Amn. des mal. de loreille, etc., 1899, No. 4. 

167. LuBeT-BARBOoN et Furet (Paris). Contribution 4 l'étude 
des sinusites fronto-maxillaires. /did., No. 6. 

168. Downig, WALTER. Frontal sinusitis with several illus- 
trative cases. Address at the Glasgow Med. Soc., March 4, 1899. 
Glasgow Med. Fourn., May, 1899. 

169. Karutz (Liibeck). Frontal sinus empyema after gal- 
vanocautery. Arch. f. Lar., viii. 

170. Corpes, H. (Berlin). On the treatment of affection of 
the frontal sinuses. Mon. f. Ohr., 1899, No. 5. 

164. WELTERT gives quite a complete picture of orbital cel- 
lulitis (phlegmon) from antral empyema. He found 21 cases 
recorded in literature, and adds two others, which were observed 
in the Basel Eye Hospital and rhinologically treated by ‘I'che- 
vandt. The orbital phlegmon is brought about by osteo-perios- 
titic processes. The cerebral complications are mostly brain 
abscess with meningitis ; in empyema of the sphenoid there are 
sinus-thrombosis, never abscess. Even in desperate cases treat- 
ment may afford improvement and recovery. HARTMANN. 

165. The little instrument of Fein admits of blowing powder 
from a hole in the alveolus evenly over the mucous membrane of 
the maxillary antrum. In two cases ( !—Reviewer) of obstinate 
antral suppuration improvement (!—Reviewer) followed by 
methodical insufflation of pure nitrate of silver. The author 
expresses his gratitude to his highly esteemed chief, Prof. Chiari, 
for the permission to make these experiments in his wards. 

ZARNIKO. 

166. Luc’s case, a woman of thirty-four, had a hard swelling 
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at the upper inner corner of the orbit. The operation revealed 
an ectasia of the frontal sinus not only into the orbit, but also 
backward under the dura mater, containing opalescent, ropy 
liquid. ‘lhe fronto-nasal duct was occluded by osteosclerosis. 
Complete recovery [How long?—Translator]. ZIMMERMANN. 
167. LusBeT-BARBON and Furet’s elaborate paper is based 
on 39 cases of suppuration of the accessory sinuses, observed 
during the last five years, whose histories are dispersed through 
the text. It contains so many, if not new, yet so well-reported 
details that the reading of the original is heartily recommended. 
ZIMMERMANN. 
168. Downte’s paper was read at a meeting of the Glasgow 
Medico-Chirurgical Society held on March 3, 1899. He found 
that the anterior ethmoidal cells were the seat of suppurative 
process in five out of six cases of latent empyema of the frontal 
sinus ; and believes that the trouble originates in the ethmoidal 
cells. With regard to treatment he deprecates bougieing, 
catheterizing, or tapping through the nose as being futile and 
fraught with danger. He first removes the anterior third or 
more of the middle turbinal under cocaine by means of the 
electric cautery or cold snare; in some portions thus removed 
he demonstrated that one cell had developed or become dis- 
tended at the expense of neighboring cells to form the walls of a 
large bony cyst. The fronto-ethmoidal cells are then, or subse- 
quently, broken down by means of a small curette ; thus remov- 
ing one possible source of obstruction from the frontal sinus. 
When this is healed, he opens the sinuses by means of a mid-line 
incision, if there is a probability of both being affected ; if on the 
other hand one alone is affected, the incision is made along the 
superciliary ridge. The greater part of the anterior wall should 
be removed to facilitate satisfactory examination and thorough 
clearing. He does not use a drainage tube into the nose but 
packs the cavity firmly with double cyanide gauze, the end of the 
packing being brought out through a counter-opening made close 
to the inner canthus. The incision is closed throughout, the 
packing being left in for from 7 to 14 days. Five interesting 
cases are related. ARTHUR CHEATLE. 
169. KaArutTz’s case is as follows: A week after galvano-caus- 
tic treatment of the lower turbinal of a thirty-year-old working- 
man : intense pain in the right upper naso-orbital corner and the 
supra-orbital region, heaviness of head, vertigo, chilliness, general 
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weakness, great swelling of the nose; two days later, with in- 
creased pain, cedema of the cheek, the skin of the forehead, root 
of the nose, and the eyelids. In the middle nasal passage a great 
deal of pus, the origin of which on probing was found to be in the 
frontal sinus. Under antiphlogistic treatment and good drainage, 
recovery in two weeks, The author advises restriction of galvano- 
caustic interferences. 

170. CORDES recommends a double chisel to remove parts of 
the anterior wall of the sphenoidal sinus. With an elevatory the 
middle turbinal can be pushed sideways and infracted to make the 
sphenoidal cavity accessible. If necessary the middle turbinated 
may be removed. The author does not seem to know the review- 
er’s article on rhinoscopia posterior in the Miinch. med. Woch., 
1896, No. 33. KILLIAN, 


J.—SEPTUM. 


171. BoswortnH, F. H. Treatment of nasal stenosis due to 
deflective septa with or without thickening of the convex side. 
Laryngoscope, June, 1899. 

172. WATSON, ARTHUR W. Treatment of nasal stenosis due 
to deflective septa, with or without thickening of the convex side. 
Lbid., June, 1899. 

173. AscH, Morris J. Treatment of nasal stenosis due to 
deflective septa, with or without thickening of the convex side. 
Lbid., June, 1899. 

174. DouG Lass, BEAMAN. Treatment of nasal stenosis due 
to deflective septa, with or without thickening of the convex side. 
Tbid., June, 1899. 

175. Roe, Joun O. Treatment of nasal stenosis due to de- 
flective septa, with or without thickening of the convex side. 
Tbid., June, 1899. 

176. GLeason, E. B. Treatment of nasal stenosis due to de- 
flective septa, with or without thickening of the convex side. 
Lbid., June, 1899. 

171. Bosworth still advocates the use of the saw, with which 
he saws a new septum out of the old and crumpled one, in the 
same manner as a straight board is sawed out of a crooked 
log. The advantage of the operation consists in the fact that 
it can be performed at an office sitting, and it restores the 
normal respiratory function of the gose. M. ToePLitz. 
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172. Warson, after thorough cocainization, makes an incision 
through the septum from the convex side from far behind and 
well forward, the cut from below upward forming a bevel, and, if 
a perpendicular and anterior angle is present, another incision 
from above downward, also bevelled, is added, meeting the first 
below. The thickened angle is removed in form of a wedge. 
The whole septum is then pushed over with the finger, whereby 
the lower edge of the upper fragment is made to jump over the 
lower fragment. ‘The bony septum, if deflected, is broken by 
Adams’s forceps. The redundant projecting lower fragment is 
removed with the saw, ‘The incisions are made with a stout, 
pointed tenotome. He uses gauze pads or Roberts’s pin to hold 
the fragments in position. M. TOEPLITZ. 

173. The principle of the operation originally devised by 
Ascu does not consist in cutting away the deviated portion, nor in 
making a perforation, but in destroying the resiliency of the carti- 
lage, so as to straighten it and re-establish the respiratory function. 
From October, 1898, to April, 1899, 139 cases were operated, in 
addition to the 200 cases reported by Dr. Emil Mayer, without 
producing any complications, sepsis, hemorrhage, or perforation. 
The method of operation is very minutely described. The opera- 
tion is performed in deviations of the cartilaginous septum only. 

M. ToEPLITz. 

174. DouG ass, after preliminary removal of exostoses and 
ecchondroses and of pathological conditions of the turbinated 
tissues from the unobstructed side, perforates the septum along 
the lines of deflection in all directions at the greatest convexity. 
He used first a spear-knife and then a blunt-pointed bistoury. 
In deflections at the floor of the nose with implications of both 
the bony ridge and cartilage, the bone is broken from its attach- 
ment with the forceps. If the cartilage has slipped from its 
articulation at the floor, the knife is drawn all along this deflec- 
tion. Adhesions are broken with a periosteal elevator, the frag- 
ment of the septum bent back with the finger, and splints 
introduced. M. Torepuitz. 

175. The deflection of the cartilaginous septum is almost 
invariably associated with deflections of the anterior osseous 
portion of the septum; the posterior portion is but rarely de- 
flected. In order to straighten the septum, the direction of the 
anterior osseous portion is to be changed. This is best done 
with Ror’s fenestrated comminuting forceps, with one blade made 
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in the form of a ring, the other fitting into it, which breaks the 
osseo-cartilaginous portion by slightly rotating the blades. The 
cartilage is cut through by two incisions crossing each. other, 
to which lower and superior horizontal subcutaneous incisions 
are added, and the septum then placed in position by a flat- 
bladed forceps. Roe uses an antiseptic-cotton dressing. 
M. Toepuitz, 

176. GLEASON makes a U-shaped incision entirely around the 
deviated area with the saw and pushes the tongue-shaped flap 
with the finger tip through the hole in the septum. The deviated 
area then becomes a hanging trap-door with a spring hinge. The 
operation is best adapted for vertical deviations, owing to the nar- 
rowness of the flap. In horizontal deviations, owing to the 
greater resiliency, the flap has, in twenty per cent. of the cases, 


pushed back again ; these cases are supported by tubes. 
M. ToerPLitz. 


g.— OTHER DISEASES OF THE NOSE. 

177. FALKINER, N. A peculiar clot in a case of epistaxis. 
Lancet, April 22, 1899. 

178. MeveR, F. (Darmstadt). Contribution to the genesis of 
rhinoliths. Arch. f. Larngol., ix. (Nothing remarkable.) 

179. GAREL, J. Le rhume des foins. (Actualités médicales). 
96 pages. Paris, 1899. 

180. GoerRKE, M. (Breslau). Pathology and diagnosis of tuber- 
culoma of the nose. Arch. f. Laryngol, ix. 

181. DonocAny, Z. (Budapest). Contributions to the histology 
of the nasal septum, with particular consideration of habitual nose- 
bleed. Arch. f. Laryngol, ix. 

177. Ata meeting of the Royal Academy of Medicine in Ire- 
land, March 24, 1899, FALKINER narrated the case of a woman, 
aged seventy-six, who, during the course of severe epistaxis which 
caused her death, coughed up a blood-clot forming a cast of the 
posterior nares with a process about eight inches in length, which 
probably extended down into the cesophagus. 

ARTHUR CHEATLE. 

179. Based on 68 cases of hay-fever and gt of unperiodical 
vaso-motory coryza, GAREL discusses practically and extensively 
the history, etiology, symptoms, diagnosis, prognosis, and treat- 
ment of the two affections, and arrives at the following conclu- 
sions : Hay-fever is only a variety of vaso-motory rhino-bronchitis. 
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‘The latter occurs unperiodically and, as hay-fever, periodically. 
Both are distinguished by their cause. The occurrence of hay- 
fever depends on (1) predisposition, (2) hyperzsthesia of the 
nasal mucous membrane, (3) an external exciting agency (pollen, 
for instance). The treatment must take these three factors into 
account. The hyperesthesia of the nasal mucous membrane is 
amenable to surgical treatment only (galvano-cautery). 
BrouHL. 
180, GOERKE found at the histological examination of a tuber- 
culous tumor in and near giant cells numerous round and curved 
formations, staining with logwood intensely blue or violet, which at 
first excited suspicions of the so-called foreign-body tuberculosis. 
The deepest layers contained, however, tubercle bacilli, revealing 
the real nature of the tumor. Microchemically and tinctorially 
chalk, Unna’s elzin, and iron-pigment were found. Probably 
they were degenerated vessels. The author recommends caution 
in the interpretation of the microscopic conditions of formations 
simulating foreign-body tuberculosis. ZARNIKO. 
181. DoNnoGAny gives the results of his investigations of 100 
pieces of the pars cartilaginea of the nasal septum, made under 
Hausemann’s guidance, as follows: (1) The hemorrhages of the 
cartilaginous septum are caused mostly by local alterations. 
(2) These alterations are either of pathological or embryonal 
origin. In the former case dilatation of the vessels, in the latter 
a kind of cavernous tissue is present. (3) Besides these changes, 
the sub-epithelial connective tissue plays an important part, 
rendering hemorrhage more difficult by its abundance, easier by 
its atrophy or absence. ZARNIKO. 


A.—NASO-PHARYNGEAL CAVITY. 





182. Pirrt, Orro (Prague). Hyperplasia and tuberculosis 
of the pharyngeal tonsil. Zeitsch. f. Hetlk., xx., 1899. 

183. BarTH, EuGENge. On the technique of the operation of 
adenoid vegetations of the naso-pharyngeal cavity and the peri- 
tonsillar abscesses of the faucial tonsils. Deutsch. med. Woch., 
1899, No. 14. 

184. KANToROWICz (Rostow-on-Don, Russia). On the diag- 
nosis of the adenoid proliferations. Arch. f. Lar., viii. 

185. Paterson, D. K. Foreign body impacted in the naso- 
pharynx for four years. Proc. Lar. Soc., London, March, 1899. 
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186. WARNECKE (Berlin). Pseudo-membranous rhinitis with 
formation of a fibrinous tumor in the naso-pharynx. Arch. /. 
Lar., viii. 

182. PiFFL examined too cases of hyperplastic pharyngeal 
tonsils, mostly from Zaufall’s clinique. In only three cases 
tuberculosis was surely ascertained by histological examination. 
All cases were clinically examined, also with regard to hereditary 
disposition. These investigations brought out nothing that could 
support the hypothesis of a tuberculous origin of the hyperplasia. 
Piffl advises, in cases of the least suspicion of tuberculosis, to 
remove the pharyngeal tonsil at once, and radically, in particular 
if swollen lymphatic glands are on the neck. HARTMANN. 

183. BARTH removes pieces of adenoid vegetations that have 
been left behind, with Hartmann’s conchotom. He opens peri- 
tonsillar abscesses with a pair of somewhat pointed forceps, after 
having first punctured and superficially incised the abscess. 

NOLTENIUS. 

184. KANTOROWICZ introduces a charged cotton-holder 
(Heryng’s) high up into the pharynx and withdraws it in a few 
seconds. If it is stained with blood, the presence of adenoids is 
probable. In sufficiently wide nasal passages he introduces a 
probe, armed with cotton wool, as far as to touch the posterior 
pharyngeal wall. If blood is found on it, adenoids are probably 
there. ZARNIKO. 

185. A child aged six years was brought to PATERSON with 
discharge from the left ear, foetid discharge from the left nostril, 
and nasal obstruction. Something could be seen in the posterior 
nares on looking through the left nostril. Under an anesthetic 
a metal regulator for rubber tubing, thickly coated with phos- 
phates, was removed. When the child was fifteen months old, 
while playing with the regulator, it suddenly showed difficulty of 
breathing ; nasal obstruction had been present since that time. 

ARTHUR CHEATLE. 

186. WARNECKE’s case refers to a woman, thirty-one years of 
age, who had a polypus removed from the right nostril, October, 
1896. In 1897 she presented herself again at the Berlin Univer- 
sity Ear Clinique with occlusion of the nose. Warnecke ex- 
tracted, besides several hyperplastic new formations of the 
middle turbinal, a pedunculated tumor the size of a large cherry, 
hanging down from the middle turbinal into the naso-pharynx. 
It consisted purely of fibrine and contained streptococci and 
staphylococcus aureus. ZARNIKO. 
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SOFT PALATE, PHARYNGEAL AND BUCCAL CAVITIES. 


187. KRONENBERG, E. (Solingen). Angina and acute mus- 
cular rheumatism. JAZdnch. med. Woch., 1899, No. 27. 

188. HENDELSOHN (Breslau). Reaction of the tonsillar tissue 
upon aspersion of pulverized substances. Arch. f. Lar., viii. 

189. CHEATLE, ARTHUR H. Polypoid growth springing from 
the right supra-tonsillar fossa. Proc. Laryng. Soc., London, April, 
1899. 

190. CHEATLE, ARTHUR H._ Large puma in posterior pha- 
ryngeal wall. Proc. Laryng. Soc., London, March, 1899. 

1gt. Lacu, LAMBERT. Case of miliary tuberculosis of fauces, 
ete. Proc. Laryng. Soc., London, April, 1898. 


192. AveLuis (Frankfort-on-Main). Lipoma of the tonsil. 
Arch. f. Lar., viii. 

187. KRONENBERG’S patient had papillomatous proliferations 
of the nose removed with the cold snare. Six days later severe 
articular rheumatism set in which ended in death. Kronenberg 
considers the operation as the cause, though the course of healing 
was normal. Four weeks previously proliferations had been re- 
moved on the other side, followed by angina in three days. 

SCHEIBE, 

188. After an extensive review of the incident literature, HEN- 
DELSOHN communicates the experiments which he made under 
the auspices of R. Kayser. Even a short time after the inflation 
numerous finest coal particles were found in the interior of the 
tonsillar tissue, underneath the epithelium. The longer the time 
after the blowing of the powder on the tonsil, the deeper in the 
tissue the particles are found, whereas they become scarcer in 
the superficial layers. The dust particles are situated partly: in 
the cells, partly in the interstices. If an emulsion of foreign sub- 
stances (soot, cinnabar) is injected into the tonsils, a transporta- 
tion of the granules by the emigrating leucocytes towards the 
surface is noticed, which, however, seems insufficient to be a pro- 
tective action. Practical conclusions: The tonsils not being 
protective organs, on the contrary, receptacles of infective germs, 
their removal, if they are enlarged, is indicated, not only in the 
interest of easy respiration and deglutition, but to obviate infective 
diseases. ZARNIKO. 

189. A female, aged twenty, had for a month complained of 














494 A. Hartmann. 


discomfort on swallowing. On examination, both tonsils were 
somewhat hypertrophied, and springing from the right supra-ton- 
sillar fossa was a smooth pale mass about an inch and a half in 
length, hanging over the tonsil on that side. Sections showed the 
mass to be covered with squamous epithelium, lymphoid masses 
being scattered about among connective tissue in its interior. 
ARTHUR CHEATLE. 

190. A married woman, aged thirty-seven, came complaining 
of difficulty in swallowing, and a “lump” in her throat. A 
smooth, pink swelling, an inch and a half in breadth, situated 
slightly to the left of the middle line, reached from high up in the 
naso-pharynx downwards to the level of the top of the larynx. It 
was soft and fluctuating in the centre, firm at the edges, where it 
faded into the surrounding parts. There was a history of nu- 
merous miscarriages and some still-births. Resolution was taking 
place under iodide of potassium and perchloride of mercury. 

ARTHUR CHEATLE, 

191. Lacn’s patient was a female aged twenty-six, who was 
very anemic and wasted in appearance, and who had suffered 
from a cough for about two years, with wasting for six months 
and a sore throat for six weeks. The mucous membrane of the 
fauces and adjacent part of tongue and pharynx on the left side 
was reddened and slightly swollen. The surface being covered 
with minute, superficial, clearly defined ulcers, with ashy-gray, 
sloughy bases. At the periphery of the affected part the ulcers 
were distinct, in the centre partly confluent. The upper part of 
the larynx, the epiglottis, ary-epiglottic folds, and arytenoids were 
greatly swollen and covered with superficial worm-eaten ulcera- 
tion. The cords were normal. Active phthisis at both apices, 
with cavitation at the right. ARTHUR CHEATLE. 

192. AVELLIS’s very rare case of a lipoma of the tonsils is 
briefly described and illustrated by two drawings. 
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APPOINTMENTS. 


ARTHUR H. CuEat eg, F.R.C.S., has been appointed Assistant 
Aural Surgeon to King’s College Hospital, London. 

J. P. W. Gay, F.R.C.S., Honorary Surgeon to the Nottingham 
and Notts. Hospital] for Diseases of the Throat, Ear, and Nose. 

R. W. Herrick, M.D., has been reappointed Honorary Surgeon 
to the Nottingham and Notts. Hospital for Diseases of the 
Throat, Ear, and Nose. . 

Josson Horne, M.D., M.R.C.P., Physician to the Metropoli- 
tan Throat and Ear Hospital, London. 

HuGu E. Jones, M.R.C.S., L.R.C.P., Honorary Surgeon to the 
Liverpool Eye and Ear Infirmary. 

RICHARD LAKE, F.R.C.S., Surgeon to the Metropolitan Throat 
and Ear Hospital, London. 

W. Mituiican, M.D., Honorary Aural Surgeon to the Royal 
Infirmary, Manchester. 

DonaLD STEWART, M.D., Glasgow, reappointed Honorary 
Consulting Surgeon to the Nottingham Throat, Ear, and Nose 
Hospital. 

H. Secker WALKER, F.R.C.S., Surgeon to the Ear ml Eye 
Department of the Leeds infirmary, vice H. Bendelack Hewet- 
son, M.R.C.S., deceased. 





Obituary. 





THE LATE MR. BENDELACK HEWETSON 


Mr. BenDELACK HeEwetson, Honorary Ophthalmic and Aural 
Surgeon to the Leeds General Infirmary, died on May 15th at 
the age of forty-nine. For some years past Mr. Hewetson’s 
health had been a cause of anxiety to his friends, but symptoms 
of chronic renal disease only became threatening during. the 
early months of this year. 

Born in 1850, Mr. Hewetson was educated at the Leeds Gram- 
mar School and the Leeds School of Medicine, and after quali- 
fying studied for some time at Moorfields and Guy’s. In 1883 
he was appointed Surgeon at the Leeds Dispensary, but resigned 
a few months: later on being elected Honorary Surgeon in the 
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Eye and Ear Department of the General Infirmary, an appoint- 
ment he continued to hold until his death. 

In 1893 Mr. Hewetson was President of the Otological Sec- 
tion of the British Medical Association at their annual meeting in 
Newcastle, and in his opening address strongly advocated com- 
pulsory instruction in aural diseases in the ordinary medical 
curriculum. 

At one time or another Mr. Hewetson was Ophthalmic and 
Aural Surgeon to the Yorkshire Institution for the Deaf and 
Dumb, Surgeon to the Reynaud Hospital, Willingham, and Presi- 
dent of the Leeds Naturalists’ Club. 





SEVENTH INTERNATIONAL OTOLOGICAL CONGRESS. 


Owing to the date for holding the International Medical Con- 
gress falling in 1903, it has been decided that the next Interna- 
tional Otological Congress shall not take place in that year, but 
in 1902. ‘The meeting will be held at Bordeaux, under the 
presidency of Dr. Moure. 
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BinGc, Tympanic Irrigation, xxv. 195 

BLAKE, C, J., Blood Clot in Mastoid 
Operations, xxvii. 358; xxviii. 281 ; 
Otology and its Relations to Gen- 
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eral Medicine, xxvi. 323 ; Removal 
of Stapes, xxii. 78, 196, 305, 404 ; 
Use of Brain Pressure to Stop Op- 
erative Hemorrhages, xxvii. 358 

BLAU, ‘* Report of Progress of Otology 
in t8g0 and 1891,” Notice of, xxii. 
131 

BLocu, Binaural Hearing, xxiv. 166 ; 
Carotid Sinus, xxvi. 112; Diagno- 
sis of Perforations of Mf, xxvi. 
414; Diplacusis, xxiv. 166; Uni- 
form Nomenclature in Otology, 
XXvli. 460 

BosongE, Early Involution of Adenoids 
in Italy, xxviii. 422 

BOKE, Facial Paralysis in Middle-Ear 
Catarrh, xxv. 186; Removal of 
Foreign Body from Tympanum, 
xxv. 186; Sinus Phlebitis, xxv. 184 

BOENNINGHAUS, Magnifier in Oto- 
scopy, xxviii. 159; ‘* Meningitis 
Serosa Acuta,” Notice of, xxvi. 107 

Bott, Percussion of Mastoid, xxv. 
410 ; Styrone in Otorrhoea, xxv. 414 

Book Notices, xxii, 131, 230, 487; 
XXili. 142, 241, 371 ; xxiv. 116, 235 ; 
XXV. 231, 336, 462; xxvi. 103, 333, 
461; xxvii. III, 395, 577; XXviil. 
221 

Bortey, Attic Suppurations with In- 
tracranial Complications, xxvii. 98 ; 
Puncture of Round Window in 
Vertigo, xxvii. 104 

Brain, Cases of Otitic Affection of 
the, xxii. 455; Extension of Otitic 
Affections to the, (Koerner) xxii. 
169, 191; Localization of Abscess 
of, (Zaufal) xxv. 301; (Joel) xxiv. 
65; Surgery of, (Bergmann) xxv. 
112 ; (MacEwen) xxvi. 209 ; Tumor 
of, (Moos) xxiii. 304 

BRAISLIN, Living Larve in Ear, xxv. 
51 

BRIEGER, ‘‘ Clinical Contributions to 
Otology,” Notice of, xxv. 239; Local 
Treatment of Middle-Ear Suppura- 
tion, xxvi. 403 ; Microscopic Ex- 
hibits, xxviii. 388; Otitic Brain 


Abscesses, xxv. I94; Otitic 
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BRIEGER — Continued. 
Pyzmia, xxv. 343; Pathology of 
Otitic Meningitis, xxviii. 384; Pri- 
mary Ostitis of Mastoid, xxv. 79 ; 
Tonsils and Tuberculosis, xxvii. 466 

Bright’s Disease and the Ear, (Morf) 
xxVil. 444 

British Medical Association, Reports 
of Otological and Laryngological 
Section of, xxiii. 367; xxiv. 320; 
XXVi. 459; XXVili. 43 

Broca, ‘Operative Surgery of the 
Middle Ear,” Notice of, xxviii. 223 

Broca and LuBET-BARBON, ‘ Les 
Suppurations de l’Apophyse Mas- 
toide et leur Traitement,” Notice 
of, xxiv. 250 

Broca and MAUBRACH, “ Brain Sur- 
gery,”’ Notice of, xxv. 338 

BroIcu, Vibratory Massage of Tubes, 
Xxviii. 388 

BRONNER, Massage in Eczema of Ear, 
XXV. O4 

Brose, Sarcoma of Middle Ear, xxviii. 
139 

Bruck, Thyroid Treatment of Chronic 
Deafness, xxviii. 347 

BRUEHL, Microscopy of Sinus Throm- 
bosis, xxviii, 386 

Bryson, Fronto-Ethmoidal Region, 
Anatomy of, xxvi. 459 

Buck, Gout and the Ear, xxvi. 320 

BuERKNER, ‘‘ Text-Book of Otology,” 
Notice of, xxii, 483; Tubal Affec- 
tions, xxiv. 59 

Butt, Ove, Hydrochloric Acid in 
Tympanic Bone Affections, xxviii. 
13 

BurGER, Radical Operation, xxv. 413 

Burnett, C. H., Etiology of Acute 
Mastoiditis, xxvii. 262; Pneumo- 
massage of Meatus and Inflation, 
xxviii. 285 ; ‘‘ System of Diseases of 
the Ear, Nose, and Throat,’’ Notice 
of, xxiii. 148; Tetanus, xxvii. 263 

BurRNeETT, S. M., Operation for In- 
jury to Auricle, xxviii. 100; Sar- 
coma of Frontal and Ethmoidal 


Sinuses, xxviii. 105 


Carbonic Oxide, Effects of, on Hear- 
ing, xxiii. 86 

Carotid Sinus, (Bloch) xxvi. 112 

Centipede in Nose, (v. d. Heide) xxv, 
413 

Cerebro-Spinal Fluid, Escape of, 
through Nose, (Koerner) xxvii. 397 

Cervica] Abscess after Otitis, (Rein- 
hard) xxv. 412 

CHEATLE, A. H., Congenital Auricu- 
lar Sinus, xxvi. 188; Conducting 
Portion of Labyrinth, xxvi. 185 ; 
Hypertrophy of Tympanic Mucosa 
in Infants, xxii. 268; The Mastoid 
a Part of the Middle Ear, xxv. 271; 
The Petro-Squamosal Sinus, xxviii. 
454 

CHEATLE, L., Sarcoma of Middle 
Ear, xxviii. 52 

Chloroma, (Lubarsch) xxvii. 450; 
Literature of, (Koerner) xxvi. 292 

Choanz, Congenital Closure of, (Joel) 
XXVili, 32 

Choanal Polypi, (v. d. Heide) xxv. 412 

Cholesteatoma, (Alderton) xxvii. 261 ; 
(Guye) xxv. 410; (Kuhn) xxvi. 55; 
(Reinhard) xxiv. 156; (Reinhold) 
xxiv, 57; (Sattler) xxvi. 26; (Scheibe) 
xxv. 132; (Schwartze) xxvi. 124; 
(Shield) xxiii. 137; (Siebenmann) 
xxiii. 345 ; Modification of Koer- 
ner’s Plastic Operation for, (Sieben- 
mann) xxviii, 229 ; Papers on, xxiii. 
107; Spontaneous Recovery from, 
(Redmer) xxv. 375 

Chorda Tympani, Paralysis of, (Haug) 
xxiv. 180 

CLEVELAND, Sinus Thrombosis and 
Cerebellar Abscess, xxiv. 136 

Cochlea, Function of, (Rutherford) 
xxviii. 55; Tumor of, (Manasse) 
XXVi, II4 

Cock, Dr. EDWARD, Obituary Notice 
of, xxii. 141 

Cok, Otitic Brain Abscess, xxvii. 237 

COHEN-KysPeR, Digestive-Ferment 
Treatment of Middle-Ear Diseases, 
Xxvi. 158° 

Compressed Air, Effect of, on the Ear, 
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Compressed Air — Continued, 
(Alt) xxvi. 400 ; (Lester and Gomes) 
XXVii. 75 

CONNAL, Sarcoma of Meatus, xxviii, 
460 

Consonants, Position of, in Tone 
Series, (Bezold) xxvi. 383 

COOSEMANN, ‘* Beetler’s’’ Deafness, 
XXVili. 413 

Copenhagen, Military Hospital, Ear 
Cases in, (Levy) xxvi. 308 

CorrApDI, Medico-Legal Aspect of 
Drumhead Perforations, xxv. 80 

Corti’s Membrane, (Dupuis) xxiv. 70 

Cough-Reflex from Ear, (Guder) xxiv. 
43 

COZZOLINO, Modified Mastoid Opera- 
tions, xxvii. 105; Surgery of Fal- 
lopian Canal, xxvii. 105 


Daak, Anthropology of Ear in Crimi- 
nals, xxii. 378; Double Hearing, 
xxiii. 283 

DALBY, Sir WM., Paracentesis of AZZ, 
XXVii. 79 

Deaf-Mutes, (Bezold) xxiii. 88 ; Hear- 
ing Power of, (Love) xxii. 170; 
Hearing Tests and Exercises for, 
(Uchermann) xxvii. 103; Labyrin- 
thine Anomalies in, (Scheibe) xxiv. 
275; Temporal Bones of, (Mygind) 
xxii. 239 

Deafmutism, Anatomy of, after 
Scarlatina, (Uchermann) xxii. 208 ; 
Congenital, (Alt) xxv. 394; (Pas- 
sow) xxvii. 461 ; from Otitis Interna, 
(Scheibe) xxiv. 280; Pathology of, 
(Love) xxii. 270; Prevention of, 
xxii. 479; Reports of, xxvii. 271; 
xxviii. 472 

Deafness, Digestive - Ferment for, 
(Treitel) xxvi. 409; Improved by 
Acoustic Gymnastics, (Urbant- 


schitsch) xxiv. 50; Turbinated Hy- 
pertrophy in, (McNaughton Jones) 
xxv. 82 

Deformities of Ear, (Steinbruegge) 
Xxiv, 64 

DELIE, Panotitis, xxviii. 453 
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DELSTANCHE, Vaseline in Middle- 
Ear Disease, xxv. 82 

DENCH, Diagnosis between Diseases 
of the Sound-Conducting and Per- 
ceiving Apparatus, xxvi. 320 ; ‘‘ Dis- 
eases of the Ear,” Notice of, xxiv. 
243; Epithelioma of Auricle, xxii. 
166 ; Facial Paralysis, xxii. 333 ; 
Galton Whistle, xxii. 331 ; Mas- 
toiditis, xxviii, 83 ; Operative Treat- 
ment of Mastoiditis, xxviii. 451; 
Ossiculectomy Injury to Jugular, 
xxvii. 297; Otitic Brain Abscess, 
xxvii. 247, 264 ; Stacke Operation, 
XXVili. 283 

DENKER, Epithelial Carcinoma of 
Auricle, xxiv. 57; Epithelioma of 
Meatus and Auricle, xxv. 146; 
Open-Wound Treatment after Rad- 
ical Operation, xxviii. 387; Tone 
Limits, xxvi. 113 

DENNERT, Acoustic Communications, 
xxvi. 460; Hearing- Tests, xxvi. 
111; Tone Hearing, xxiv. 327 

DENNIS, Extension of Sinus Empy- 
ema to Orbit, xxiv. 145 

Detonations, Injuries from, (Wagen- 
hauser) xxvii. 469 

Diabetes, Mastoiditis in, (Koerner) 
XXVi. 412 

Digestive-Ferment, Syringe for, xxvi. 
464; Treatment of Deafness, xxvi. 
409 

Diphtheria of Ear, 
(Lommel) xxvi. 151 

Diplacusis, (Bloch) xxiv. 166 ; (Daae) 
xxiii. 283 ; (Teichmann) xxviii. 358 ; 
Monaural, (Gradenigo) xxiii. 280 

Divers, Labyrinth Affections in, (Alt) 
xxv. 406 

Diving, Effect of, on Ear, (Koch) xxv. 
206 

DownlkE, Syphilitic Deafness, xxv. 37 

DreyFuss, ‘‘ Diseases of the Brain 
and its Adnexa,” Notice of, xxv. 462 

Dunn, J., Aspergillus Glaucus in 
Nose, xxiv. 154; Basal Fracture, 
xxiii. 209 ; Complicated Otitic Brain 
Disease, xxvii. 498 ; Dehiscence of 


Pathology of, 
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DUNN — Continued, 
Wall of Semicircular Canal, xxiv. 
149; Otitis Externa, Salicylic Col- 
lodion in, xxiv. 151 ; Otitis Hemor- 
rhagica Externa, xxiii. 211 ; Throm- 
bosis of Lateral Sinus, xxvii. 494 

Dutch Rhinological and Otological 
Society, Report of Meeting of, xxv. 
410 

Dynamite, Effect of, on the Ear, (Ver- 
dos) xxv. g2 


EAGLETON, Influenza Ear Diseases, 
XXVi, 321 

Ear, Anthropology of, in Criminals, 
(Daae) xxii. 378; Cavernous An- 
gioma of, (Moure) xxv. 90; Func- 
tional Examination of Normal, 
(Siebenmann) xxii. 1; General 
Treatment of Diseases of the, 
(Gellé) xxv. 75; Molten Lead in 
the, xxii. 103, 442; New Growths 
of, (J. Orne Green) xxii. 284; 
(Kuemmel) xxvi. 397; Relation of, 
to Eye, (Ostmann) 123 ; 
Statistics of Diseases of, (Heiman) 
xxv. 91; and Pharynx, Effect on 
Diseases of, from Sea Climate and 
Surf Bathing, (Koerner) xxviii. 144 

Eczema, Massage in, of Far, (Bronner) 
XXV. O4 

EICHLER, ‘‘ Anatomical Examination 
of the Paths of the Blood-current in 
the Labyrinth of the Human Ear,” 
Notice of, xxii. 133 

Eighth Nerve, Tubercle of, (Manasse) 
xxvi. 113 ; Tumors of, (Anton) xxvi. 
113 

Electricity in Otology, (Plique) xxiv, 
187 

Embolism of Ear, (Habermann) xxvii, 
464 

Embryology of Ear, (Siebenmann) 
xxiv, 56 

Epidural Abscess and Facial Paralysis, 
(Whiting) xxvii. 250 

Epilepsy of Aural Origin, (Lannois) 
XXviii. 460 

Epistaxis, Treatment for, (Richard- 
son) xxv. II7 


XXVi. 
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Equilibrium, Otitic Loss of, (v. Stein) 
xxv. 8 

Erysipelas, and Ear, (Haug) xxiii. 132 ; 
(Hessler) xxiv. 349; after Opera- 
tions on Nose and Ear, Discussion 
on, xxviii. 188 

Ethmoid and Sphenoid Cells, Muco- 
cele and Empyema of, (H. Knapp) 
xxii. 313 

Ethmoiditis Extending to Orbit, (Den- 
nis) xxiv. 145 

EULENSTEIN, Osteoma of Meatus, 
XxVili, 35 ; Otitic Pysemia with Ex- 
cision of Jugular, xxvi. 147; Per- 
cussion of Mastoid, 170 ; 
Pyzmia, xxvii. 125; Resection of 
Jugular, xxvi. 118 

Eustachian Tubes, Abnormities of, 
(Gomperz) xxv. 333; Adhesions of, 
to Pharyngeal Wall, (Myles) xxvi. 
322 ; Catarrh of, (Bacon) xxviii, 188; 
Diseases of the, (Biirkner) xxiv. 59 ; 
Functional Examination in Pure 
Catarrh of, (Siebenmann) xxii. 12; 
Rubber Bougies for, (Méniére) xxvii. 
97; Syphilis of, (Haug) xxiv. 181 ; 
Vibratory Massage of, (Broich) 
xxviii. 388 

Examination, Functional, of the Ear, 
(H. Knapp) xxvii. 325, 359; Magni- 
fying Lenses for Ear, (Schubert) 
xxiii. gO 

External Ear, Reports of Diseases of 
the, xxii. 101, 438; xxiii, IOI, 339; 
xxiv, 80, 190, 350; xxv. 102, 205, 
295, 424; xxvi. 67, 199, 331 ; xxvii. 
76, 183, 271, 370, 548; xxviii. 61, 
196, 299, 474 

Extradural Abscess, { Lewis) xxvii, 362 ; 
(Whiting) xxvii. 300 

Eye, Paralysis of Muscles of, and the 
Ear, (Habermann) xxvii. 463 


XXVili. 


Facial Paralysis from Cholesteatoma, 
(Dench) xxii. 333 

Fall, Effects of, on the Ears, (Alt) xxv. 
394 

Fallopian Canal, Surgery of, (Cozzo- 
lino) xxvii. 105 
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Fauces, Perforation of Pillars of, 
(Huysman) xxv. 410 

FERRERI, Middle Ear in Old Age, 
xxv. 81 

FIELD, ‘‘ Manual of Diseases of the 
Ear,” Notice of, xxii. 485 

Fifth International Otological Con- 
gress, at Florence, xxv. 74 

FISCHENICH, Hamatoma and Peri- 
chondritis of Septum, xxiii. 91; 
Pilocarpin in Otitis Media Chronica, 
xxviii. 466 

Fluids, Acoustic Phenomena in, (Kay- 
ser) Xxvili, 411 

Foreign Body in Ear, Death from, 
(Schmiegelow) xxiv. 80; (Voss) xxv. 
102; Molten Lead Loosened by 
Mercury, xxii. 442; Removal of, 
from Tympanum, (Boke) xxv. 186 

FREUDENTHAL, Polypi_ of 
Turbinates, xxii. 296 

FREYSING, Multiple Tuberculous Tu- 
mors of Skull and Drumhead, 
XXVlli, 330 

FRIDENBERG, Mastoiditis, with Retro- 
pharyngeal Abscess, 179 ; 
Primary Tuberculosis of Mastoid, 


Cystoid 


XXViii. 


xxviii. 178 
FRIEDRICH, Tabes and Ear, xxvi. 400 
Furunculosis, Menthol in, (Cholewa) 
xxii, 102 


GARNAULT, Mobilization of Stapes, 
xxviii. 465; ‘* Précis des Maladies 
de l’Oreille,”” Notice of, xxiv. 249 

GARZIA, Exostosis of Meatus, xxv. 94 ; 
Syphilis of Ear, xxv. 94 

GELLE£, General Treatment of Ear 
Diseases, xxv. 75; ‘* Hearing and 
its Organs,”’ Notice of, xxviii, 222 

German Naturalists and Physicians, 
Reports of Otological Section of, 
xxiii, 86; xxv. 192; xxvi. 11g 

German Otological Society, Reports of 
Meetings of the, xxiii. 128; xxiv. 
56, 325; xxvi. III, 397; Xxvil. 459; 
xxviii. 373 

GOMPERZ, Abnormities of Tubes, xxv. 
333; Artificial Drums, xxv. 195; 
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Attic Suppuration, xxv. 195; Clos- 
ure of Old Defects in A/t, xxv. 
407; Radical Operation, xxv. 397 ; 
Tympanic Tension in Occlusion of 
Tubes, xxv. 407 

GOUGENHEIM and GLover, ‘‘Atlas of 
Laryngology and Rhinology,” No- 
tice of, xxiii, 241 

Gout, Relation of, to Ear, (Buck) 


Xxvi. 320 
GRADENIGO, Hysterical Ear Disease, 
xxiii. 89; Monaural Diplacusis, 


xxiii, 280 ; Optic Acoumetry, xxviii. 
410; Otitic Brain Surgery, xxv. 85 ; 
Otitis Interna, xxiii. 88 ; Symptoms 
of Auditory Nerve Disease, xxii. 
213; Syphilitic Sclerosis, xxv. 193 ; 
Treatment of Otitis Interna, xxv. 
78; Uniform Notation for Results 
of Hearing Tests, xxviii. 410 

GRANT, Bone Conduction and Ossicu- 
lectomy, xxviii. 423 ; Stapes An- 
chylosis, xxvii. 469 ; Vibration to 
Spine for Sclerosis of Middle Ear, 
XXVill. 55. 

Grazzi, Crushing of Pharyngeal Tis- 
sue in Otitis Media Chronica, xxviii. 
458; Deafness from Diplococcic 
Meningitis, xxv. gI 

GREEN, J.ORNE, Definition of Tuning- 
Forks, xxviii. 29 ; New Growths of 
Ear, xxii. 284 ; Osteoma of Mastoid, 
xxii. 280 ; Radical Operation, xxviii. 


286; Suppuration of Labyrinth, 
XXVil. 357 

GRIFFITHS, Obituary Notice of, xxiii. 
253 


Gruber, Angioma of Auricle, xxv. 
397; Malformation of Auricle and 
Absence of Auditory Canal, xxv. 
393 ; Otitic Brain Disease, xxv. 401 

GRUENING, Aural Vertigo, xxviii. 292 ; 
Bezold’s Mastoiditis, xxviii. 23; 
Bilateral Mastoiditis and Bilateral 
Optic Neuritis, xxviii. 187; Mas- 
toiditis, xxviii. 291; Mastoiditis 
after Closure of Perforation in 
Mt, xxvii. 571; Mastoiditis with 
Cholesteatoma, xxvii. 305; Otitic 
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GRUENING — Continued. 
Brain Abscess, xxvii. 358; Post- 
Aural Abscess, xxii. 332; Strepto- 
coccus Mastoiditis with Erysipelas, 
xxvii. 304; Typhoid-Influenza- 
Otitis, xxviii. 181 

GuRANOWSKI, Labyrinthine Necrosis, 
xxvi. 128 

GUTMANN, Bezold’s Mastoiditis, xxvii. 
23 

GuyYE, Cholesteatoma-Operation, xxv. 
410; Labyrinthine Disease, xxiv. 
323; Nasal Polypi, xxiv. 324; 
Pachymeningitis, xxiv. 64 


HABERMANN, Anchylosis of Stapes, 
xxvii. 465; Ocular Paralyses and 
Ear Affections, xxvii. 463 

HAENEL, Tuberculosis of Middle Ear, 
xxvi. 130 

HAIGHT, Adenoids and Ear Disease, 
XXViii. 425 

HAMMERSCHLAG, Respiratory and 
Pulsatory Movements of JA/?, xxv. 
408 

HANSBERG, Highmore’s Antrum, xxiv. 
59 ; Otitic Cerebellar Abscess, xxiv. 
65; Trepanation of Otitic Brain 
Abscesses, xxiv. 12 

Hare, ‘‘ Progressive Medicine,”’ No- 
tice of, xxviii, 225 

HARRIS, Improvement in Hearing 
from Eustachian Bougies, xxvii. 
306; Tests with Hartmann’s Tun- 
ing-Forks, xxvi. I 

HARTMANN, Adenoid Operation, 
xxvii. 96; Attic and Antrum Oper- 
ations, xxiv. 1; Congenital and Ac- 
quired Atresia of the Meatus, xxviii. 
419; Deformities of Meatus, xxvi. 
114; Dehiscences in Temporal 
Bone, xxiv. 325; Embolic Attack 
of Ear, xxvii. 463; Hyperostosis of 
Meatus, xxvi. 43; Hysterical Otal- 
gia, xxvi. 116; Ligation of Jugular 
in Otitic Brain Abscess, xxvi. 126 ; 
Naso-Pharyngeal Tumors, xxiv. 66 ; 
Otitis Media in Infants, xxiv. 63 ; 
xxvii. 96, 463; Radical Operation, 


xxvili. 387; Reflex Aural Intestinal 
Disturbances in Infants, xxviii. 126 

HaucG, Neoplasms of Auricle, xxvii, 
466; Otitic Pyzmia, xxiv. 328; 
Otitis Externa, xxvii. 466; The 
Ear and Erysipelas, xxiii. 132 

Hearing, Central Conduction of, 
(Held) xxiii. 320; Determination 
of, (Bezold) xxvii. 460; Effect of 
Intratympanic Surgery on the, (Avo- 
ledo) xxv. 77; Measurement of 
Quantitative, by Tuning- Forks, 
(Schmiegelow) xxviii. 406; Tests 
for, (Barth) xxvii. 459; (Bezold) 
XXV. 274; xxvi. 111, 113; (Bloch) 
xxvii. 459; (Dennert) xxvi. 111; 
xxvii. 460; Theory of, (Beckmann) 
xxvii. 461; Uniform Notation for 
Tests of, (Gradenigo) xxviii. 410 

HEGETSCHWEILER, Bezold’s Mastoid- 
itis, xxvi. 314; ‘* Tuberculous Af- 
fections of the Ear,” Notice of, 
Xxvi. 103 

v. d. HEIDE, Choanal Polypi, xxv. 
412 

HEIMAN, Cases of Otitic Brain Ab- 
scess, xxii. 33 ; Important Cases of 
Aural Suppuration, xxvii. 421 ; 
Otitic Cerebellar Abscess, xxv..83 ; 
Otitic Pyzemia, xxvii. 99 ; Primary 
Mastoiditis, xxviii. 464; Statistics 
of Ear Disease, xxv. 91 

HELLER, Psychic Deafness, xxv. 396 

HELLMANN, Development of Laby- 
rinth in Torpedo, xxvii. 462 

HELMHOLTZ, Obituary Notice of, 
xxiii. 382 

Hemorrhages, Use of Brain Pressure 
to Stop, (C. J. Blake) xxvii. 358 

HENSMAN, A., Obituary Notice of, 
xxiii. 254 

HERZOG, Stacke Operation Followed 
by Epileptoid Attack, xxiv. 126, 
141; Verticilium Graphii in Otitis 
Externa, xxiv. 46 

HESSLER, Dry Caries of Mastoid, 
xxvi. 402; Middle-Ear Suppura- 
tion, xxiv. 330; ‘‘Otogenic Py- 
zmia,” Notice of, 463. 
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Hewetson, B., Obituary Notice of, 
xxviii. 496 

Highmore, Antrum of, (Hansberg) 
xxiv. 59; Operation for Opening, 
xxviii. 143; Seventy-eight Cases 
of Empyema of, (Rethi) xxv. 450 

HOFFMANN, Empyema of Sphenoid, 
xxvi. 408; Otitic Sinus Thrombo- 
sis, Xxvi. 404; xxvii. 468; from 
Operations, xxvi. 175 

Hoimes, C. R., The Stacke Opera- 
tion, xxii. 337 

Hor, Unusual Case of Mastoiditis, 
XXV. 244 

HOVELL, 
XXVill. 


Catheterization of Tube, 

51; ‘* Diseases of the Ear 

Naso-Pharynx,” Notice of, 

117 

HusBARD, Apparatus for Inflating 
and Medicating Tympanum, xxii. 
27; Fibro-Sarcoma of Naso-Phar- 
ynx, xxvi, 168 . 

Hupson, LEOPOLD, Obituary Notice 
of, xxvi. 334 

Hungarian Otological and Laryngo- 
logical Society, Meeting of, xxv. 
185 

Hunt, Fibrous Rhinitis and Diph- 
theria, xxviii. 46 

HuysMAN, Perforation of Pillars of 
Fauces, xxv. 410 

Hydrorrhoea, Nasal, 
(Keiper) xxiii. 358 

Hysteria, Deafness from, (Rohrer) 
xxv. 192; of Mastoid, (Sheppard) 
XXV. 245 

Hysterical Manifestations of Ear Dis- 
ease, (Gradenigo) xxiii. 89 ; (Kuem- 
mel) xxviii. 443 

Hysterical Otalgia, (Hartmann) xxvi. 
116 


and 
XXIV. 


Atropine in, 


Infants, Ears of, (Walb) ,xxiv. 338; 
Middle Ear of, (Kossel) xxiii. 341 
Infectious Diseases, Treatment of, 


through the Nose, (Hessler) xxiv. 
405 

Influenza, Caries of Temporal Bone 
after, (Lemcke) xxiv. 60; Ear Dis- 
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eases in, (Eagleton) xxvi. 321 ; Effect 
of, on Mastoid Operations, (Barr) 
xxv. 81; Mastoiditis, (Szenes) xxv. 
191; Mastoiditis in, with Sinus 
Thrombosis and Meningitis, (F. 
Allport) xxviii. 327; New Type of 
Otitic, (Koerner) xxiv. 317; Otitis, 
(Vulpius) xxiv. 131 

INGALLS, Tuberculosis 
Affections, xxvi. 459 

Instruments, Best Shape for Ear-, 
(Barclay) xxii. 179 

Instruments and Methods of Exami- 
nation, Reports of Progress in, xxii. 
98, 433; Xxlii. 99, 336; xxiv. 77, 
184, 339, 355 ; XXV. 99, 293, 422; 
xxvi. 64, 198, 330 ; xxvii. 182, 269, 
358, 546; xxviii. 69, 192, 298, 471 

Internal Ear, Report of Diseases of. 
See Nervous Apparatus. 

International Otological Congress, 
Meetings of, xxv. 74; xxvii. 95; 
XXViil. 391 

Intestines, Reflex Aural Disturbances 
of, in Infants, (Hartmann) xxviii. 
126 

Iron, Lead, Silver, and Mercury in 
Otology, (Wolf) xxiv. 336 


and Nasal 


Jacos, E. H., Obituary Notice of, 
XXili. 253 

Jacosson, ‘‘ Text-Book of Otology,” 
Notice of, xxiii. 142; xxv. 4I 
xxvii, III 

Jacobson’s Organ, (Anton) xxiv. 329 

JANSEN, Accessory Nasal Cavities, 
xxiii. 132; ‘* Experiences with Oti- 
tic Sinus Thromboses,” Notice of, 
xxv. 239; Flap Operations at Mea- 
tus, xxiv. 63; Intratympanic Tu- 
mor, xxvii. 464; Mastoid Opera- 
tions, xxiii. 132 ; Meningitis Serosa, 
xxvii. 98 ; Otitic Brain Operations, 
xxiv. 334; Purulency of Labyrinth, 
xxvi. 127; Radical Operation, 
xxvi, 408 ; Transplantation in Radi- 
cal Operation, xxvii. 469 

Jaw, Osteomyelitis of, in Infants, 
(Roepke) xxviii. 259 
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Joe, Brain Surgery, xxiv. 65; Con- 
genital Closure of Choane, xxviii. 


32; Leptomeningitis Purulenta, 
Xxiv. 330 

Jounson, W. B., Otitic Neuritis, 
XXViii. 285 


JoLtye, Mumps, Deafness, and Pilo- 
carpin, xxvii. 20 

Jones, C,, Tinnitus Cured by Turbin- 
otomy, xxiv. 323 

Jones, H. E., Complications of 
Middle-Ear Suppuration, xxviii. 50 

Jones, H. L., Electricity for Tinni- 
tus, xxiv. 293 

Jones, MCNAUGHTON, 
and Deafness, xxv. 82 

Jugular, Double Internal, xxviii. 293 ; 
Excision of, in Otitic Pyzmia, 
(Eulenstein), xxvi. 147; Hemor- 
rhage from, after Paracentesis of 
Membrana Tympani, (Seligmann) 
xxiii. 131; Ligation of, in Otitic 
Brain Abscess, (Hartmann) xxvi. 
126; Resection of, (Eulenstein) 
xxvi. 118 


Turbinates 


KarutTz, Popular Medical Supersti- 
tions, xxvi. 244 

Katz, Microscopic Anatomy of Ear, 
xxvi. 397; Pathology of Ear, xxvii. 
466 

KAUFFMANN, Affection of Auditory, 
Facial, and Trigeminal Nerves, 


xxvi. 392; Perisinuous Abscess 
with Pyzmia, xxv. 333 
KAYSER, Acoustic Phenomena in 


Fluid-Media, xxviii. 411; Car- 
bonic-Acid Poisoning, Effects of, 
on Nerve of Hearing, xxiii. 86; 
Objectively Perceptible Noises, 
xxiv. 328; Osteoma of External 
Meatus, xxviii. 375; Rhinometer, 
Xxiv. 340 

KESSEL, Operations on Stapes, xxiv. 
64 

Kipp, Accidental Opening of Semi- 
circular Canal, xxvii. 262; xxviii. 
293; Mastoiditis from Furuncu- 


losis, xxviii. 292 
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KIRCHNER, Malignant Tumors : of 
Middle Ear, xxvii. 469 ; Sarcoma 
of Mastoid, xxv. 83; Sinus Throm- 
bosis, xxv. 194 

KNAPP, ARNOLD, Bezold’s Mastoidi- 
tis without Perforation of the Mem- 
branum Tympanum, xxvii. 572; 
XXvili. 26 

Knapp, H., Advisability of Paracen- 
tesis, xxviii. 293; Exostosis of 
Meatus, xxvii. 106; Functional 
Examination of the Ear, xxvii. 325, 
359 ; Indications for Mastoid Oper- 
ation, xxiv. 255 ; xxv. §8; Mastoid 
Empyema in Children, 
177; Mucocele and Empyema of 
Ethmoid and Sphenoid Cells, Oper- 
ation from Orbit, xxii. 313; Oil 
Cyst of Meatus, xxii. 332; Otitic 
Brain Abscess, xxiii. 155; Otitic 
Brain Disease, xxii, 143 ; xxiv. 121; 
Otitic Sinus Thrombosis, xxviii. 


XXVlil, 


147; Otogenous Pyzmia, xxvii. 
576; Perichondritis of Auricle, 
xxvii, 302; Primary Tuberculosis 


of Mastoid, xxiii. 64; Radical 
Operation, xxvii. 148 ; Removal of 
Sequestra and Tooth from Floor of 
Nose, xxiii. 71, 152; Serous Cysts 
beneath Wing of Nose, xxiii. 67, 
150 

Knapp, H, and A. H., Serous Men- 
ingitis, xxviii. 185 

KOERNER, Acquired Atresia of Mea- 
tus, xxvi. 116; Aérial Embolism 
and Respiratory Closure of Lateral 
Sinus, xxvi. 294; Chloroma Simu- 
lating Phlebitis of Cavernous Sinus, 
xxvi. 289; Escape of Cerebro- 
Spinal Fluid, xxvii. 397 ; Extension 
of Otitic Affections to Cranial Cav- 
ity, xxii. 191; Influenza Otitis, 
xxiv. 317; Literature of Chloroma 
of Temporal Bone, 292 ; 
Mastoiditis in Diabetes, xxvi. 412; 
Otitic Brain Disease, xxiii. 130; 
xxiv. 64; ‘‘ Otitic Brain Diseases,” 
Notice of, xxiii. 144; Otitic Brain 
Operations, xxiv. 334; Perforation 


XXVi. 
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KOERNER— Continued, 
of Highmore’s Antrum, xxviii. 143; 
Plastic Operations at Meatus, xxiv. 
62; ‘‘Purulent Diseases of the 
Temporal Bone,” Notice of, xxviii. 
223; Sea Climate and Surf Bath- 
ing, Effect of, on Aural and Pharyn- 
geal Diseases, xxviii. 144; ‘‘ The 
Otitic Diseases of the Brain,” No- 
tice of, xxv. 231; ‘* The Otology of 
Hippocrates,” Notice of, xxv. 242; 
Tuberculosis of Ear, xxvi. 119; 
Tympanic Neuralgia, xxvi, 410 

KOERNER and v. WILD, Percussion of 
Mastoid, xxiii. 73 


KREIDL, Destruction of Auditory 
Nerve, xxv. 334 

Krepuska, Carcinoma of Meatus, 
xxv. 188 


KRETSCHMANN, Otitic Brain Abscess, 
xxiii. 130; Restoration of Auricle, 
xxiv. 329; Suppuration in Floor of 
Tympanum, xxiv. 326 

KUEMMEL, Hysterical Ear Disease, 
xxviii, 443 ; New Formations in the 
Ear, xxvi. 397; Otitic Brain Dis- 
ease, xxvii. 135 ; Pathology of Oti- 


tic Brain Disease, xxvi. 362; 
Pseudo-Leukemia of Ear, xxvi. 
115 

Kuun, Atresia of Meatus, xxiv. 63; 
Cholesteatoma, xxvi. 55; Myxo- 
Sarcoma Tympanum, xxiv. 63; 
Otitic Brain Disease, xxvi. 50; 


Sarcoma of Ear, xxvi. 115 


Labyrinth, Affections of, in Middle- 
Ear Suppuration, (Scheibe) xxvii. 
465; Cartilaginous Cavities in, 
(Manasse) xxvii. 438 ; Condition of, 
in Carcinoma of Middle Ear (Ma- 
nasse) xxvii. 464 ; Conducting Por- 
tion of, (Cheatle) xxvi. 185; 
Diseases of, (Guye) xxiv. 323; 
High and Low Tones in Affections 
of, (Rohrer) xxiii. 87 ; Necrosis of, 
and Facial Paralysis, (Bezold) xxvi. 


402; xxvii, 158; (Guranowski) 


xxvi. 128; Opening of, and its 
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Effect on Hearing, (Passow) xxvi. 
405; Pathological Anatomy of, 
(Politzer) xxv. 88 ; Primary Disease 
of, (Politzer) xxiii. 255 ; Suppuration 
of, (J. Orne Green) xxvii. 358; 
(Jansen) xxvi. 127; Unilateral Ab- 
sence of, from Scarlatinal Otitis, 
(Mygind) xxii. 17; Vascularization 
of, (Siebenmann) xxiii. 128 

Labyrinthine Disease, Amyl Nitrite 
in, (Lermoyez) xxvi. 80 

LACROIX, Otitic Ozzena, xxviii. 463 

LAKE, Mastoid Operation with Modi- 
fied Flaps, xxv. 268 

Lamprophone, (Thornton) xxvi. 65 

LANNoIS, Aural Epilepsy, xxviii. 460 

Larve, Living in Ear, (Braislin) xxv. 
51; (Richardson) xxiv. 290 

Laryngology, Rhinology, and Otology, 
Discussion on Mutual Relationship 
between, xxviii. 44 

Larynx, Paralysis of, xxvi. 459 

LEMCKE, ‘* Deafmutism in the Grand 
Duchy of Mecklenburg-Schwerin,” 
Notice of, xxii. 131; Influenza, 
Temporal Caries, xxiv. 60; Obituary 
Notice of, xxiv. 118 

LENVAL PRIZE, Award of, to Dr. 
Charles Delstanche, xxviii. 397 


Leptomeningitis Purulenta, (Joel) 
XXiv. 330 
LERMOYEZ, Infectiousness of Otitis 


Acuta, xxviii. 465 

LESTER and Gomez, Effect of Com- 
pressed Air on the Ear, xxvii. I 

LEuTERT, Bacteriology of Middle Ear, 
xxvi. 114; Opening of Sigmoid 
Sinus for Diagnostic and Thera- 
peutic Purposes, xxviii. 385 ; 
Pyemia and Sinus Thrombosis, 
XXVi, 124 

Levy, Acoumeter, xxiii. 88; Ear 
Cases in Copenhagen Military Hos- 
pital, xxvi, 308 

Lewis, Cholesteatoma with Bezold’s 
Mastoiditis, xxvii. 299; Extradural 
Abscess, xxvii. 362 ; Unusual Mas- 
toid Cases, xxvii. 409 

LICHTENBERGER, Neuralgia of 








516 


LICHTENBERGER— Continued. 
Mastoid, xxv. 188; Otitic Subdural 
Abscess, xxv. 191; Radical Opera- 
tion, xxv. Ig0 

LICHTWITZ, Bezold’s Mastoiditis,xxvi. 


47 
Lobule, Hzematoma of, (Randall) 
xxiii. 207 


LoMMEL, Diphtheritic Pathology of 
Ear, xxvi. 151 

Love, ‘‘ Deafmutism,” Notice of, 
xxvi. 107 ; Hearing Power of Deaf- 
Mutes, 170; Pathology of 
Deafmutism, xxii. 270 

LuBARSCH, Chloroma xxvii. 450 

LUBET-BARBON, Effect of Inflamma- 
tion on Development of Temporal 
Bone, xxv. 92 

LucAgE, Examination of Tones in the 
Deaf, xxviii. 377; Instrument for 
Malleus Pulling, xxiv. 338 ; Massage 
of Nasal Mucosa, xxiii. 132; 
Pressure-Probe, xxiv. 328 ; Radical 
Operation, xxviii. 440 

LUCAE-JANSEN, Sinus 
xxiv. 65 

Lupwic, Sinus Thrombosis, 
126 

Lumbar Puncture in Otitis, (Leutert) 


XXVi. 434 


xxii. 


Thrombosis, 


XXVi. 


Mac DONALD, Turbinotomy, xxvi. 
459 

MAcEwWEN, “‘ Atlas of Head Sections,” 
Notice of, xxiii. 145; Otitic Brain 
Disease, xxiv. 321; ‘* Pyogenic 
Infectious Diseases of the Brain,”’ 
Notice of, xxiii. 144 

MALHERBE, Surgical Treatment of 
Otitis Media Chronica, xxviii. 459 

Malleus, Instrument for Pulling, 
(Lucae) xxiv. 338; and Annulus, 
Fracture of, (Allport) xxviii. 108 

MANASSE, Cartilaginous Cavities in 
Capsule of Labyrinth, xxvii. 438 ; 
Double Otitic Brain Abscess, xxvii. 
115; Labyrinth in Carcinoma of 
Middle Ear, xxvii. 464 
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MANASSE and WHINTERMANTEL, 
Seventy-seven Radical Operations, 
XXxViii. 250 

MaAsiInI, Ear and Respiration, xxv. gt 

Massage of Ears, (Ostmann) xxvii, 
468 ; Pneumo- and Inflation, (C. H. 
Burnett) xxviii. 285 

Mastoid, a Part of the Middle Ear, 
(Cheatle) xxv. 271 ; Analysis of 114 
Operations on, (Sheppard) xxvi, 205; 
Auscultation of, (Okuneff) xxv. 77 ; 
Blood Clot in Operations on, (C. J. 
Blake) xxvii. 358; xxviii. 281; 
Brain Abscess after Opening the, 
(Seligmann) xxviii. 256 ; Complica- 
tions (Dench) xxv. 245 ; Diabetes of, 
(Koerner and v. Wild) xxviii. 73; 
Double Empyema of, (Barr) xxviii. 
50; Dry Caries of, (Hessler) xxvi. 
402; Empyema of, in Children 
(H. Knapp) xxviii. 177; Gunshot 
Wounds of, (Sune Y. Molist) xxv. 
g0; History of Operations on, 
(Hartmann) xxiv. 1; Indications 
for Operation on, (G. Bacon) xxvi. 
321; (H. Knapp) xxiv. 255 ; xxv. 
59; Local Anesthesia in Operations 
on, (Scheibe) xxvi. 116 ; Methods of 
Operating on, (Jansen) xxiii. 132; 
Modified Operation on, (Cozzolino) 
xxvii. 105 ; Neuralgia of, (Lichten- 
berger) xxv. 188; Operation on, 
(Moll) xxv. 411; (Holt) xxv. 244; 
with New Instrument, (Alderton) 
xxv. 255; Osteoma of, (J. Orne 
Green) xxii. 280 ; Ostitis of, Simulat- 
ing Neuralgia, (Spira) xxv. 398 ; 
Pathology of the, (Schmiegelow) 
xxiii, 1; Percussion of, (Bolt) xxv. 
410; (Eulenstein) xxviii. 170; 
(Koerner) xxvi. 412; (Koerner and 
v. Wild) xxiii. 73; (Moss) xxiii. 
85; Primary Ostitis of, (Brieger) 
xxv. 79; Primary Tuberculosis of, 
(H. Knapp) xxiii. 64; Sarcoma of, 
(Kirchner) xx. 83; Tuberculosis 


of, (Fridenberg) xxviii. 178 ; Unu- 
sual Cases of Inflammation of, 
(Lewis) xxvii. 409 
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Mastoiditis, (Gruening) xxviii. 291 ; 
after Perforation in J/¢ had 
Healed, (Gruening) xxvii. 571 ; Be- 
zold’s, (Hegetschweiler) xxvi. 314; 
(Lichtwitz) xxvi. 47; (McKernon) 
xxvii. 259 ; (Vulpius) xxii. 390 ; Be- 
zold’s with Cholesteatoma, (Lewis) 
xxvii. 299; Bezold’s, with Otitic 
Brain Abscess, (McKernon) xxviii. 
181; Bilateral with Bilateral Optic 
Neuritis, (Gruening) xxviii. 187 ; 
Diagnosis between, and Furuncu- 
losis, (L. Bar) xxviii. 459, 464; 
Discussion on, xxii. 480 ; xxviii. 83 ; 
Double, (Bacon) xxvii. 355; Etiology 
of Acute, (C. H. Burnett) xxvii. 262; 
Following Salt Nasal-Douche, 
(Bacon) xxii. 139; from Furuncu- 
losis,( Kipp) xxviii.292 ; in Diabetes, 
(Koerner) xxvi. 412; Operation 
with Modified Flap, (Lake) xxv. 
268; Operative Treatment of, 
(Dench) xxviii. 451; Primary, 
(Heimann) xxviii. 464; Unusual 
Case of, (Moos) xxiii. 130, 235; 
with Cholesteatoma, (Gruening) 
xxvii. 305; with Erysipelas, 
(Gruening) xxvii. 304; with High 
Temperature, (Quinlan) xxviii. 290 ; 
with Retropharyngeal Abscess, 
xxviii. 179; without Perforation in 
Mt, (A. Knapp) xxvii. 572; with- 
out Otorrheea, (Lubet-Barbon) xxv. 
433 

Mastoid Operation, Discussion on 
the, xxviii. 425 

MAX, Defect of Auricle, xxv. 395, 
398 

MAY, Serous Meningitis, xxviii. 186 

McBripe, The Expansion of Laryn- 
gology and Otology, xxviii. 43 

McKERNON, Bezold’s Mastoiditis, 
xxvii. 259; Bezold’s Mastoiditis 
with Brain Abscess, xxviii. 181; 
Blowing Noise in Ears, xxviii. 289 ; 
Intracranial Abscess, xxvii. 209 ; 
Scarlatinal Otitis, xxviii. 289 ; Sinus 
Thrombosis, xxviii. 283 ; Subdural 
Abscess, xxvii. 302 


Measles, Pathology of, in Middle- 


Ear Affections, (Rudolph) xxvi. 
351; the Ear in, (Bezold) xxv. 


290 


Meatus, Acquired Atresia of, (Koer- 


ner) xxvi. 116; (Kuhn) xxiv. 63; 
(Pomery) xxii. 139 ; (L. Wolff) xxiii. 
131; Carcinoma of, (Krepuska) 
xxv. 188 ; Congenital and Acquired 
Atresia of the, (Hartmann) xxviii. 
419; Cyst of, (Wilson) xxviii. 290 ; 
Deformities of, (Hartmann) xxvi. 
114; Epithelioma of, and of 
Auricle, (Denker) xxv. 146 ; Exos- 
tosis of, (H. Knapp) xxvii. 106; 
(Rutten) xxviii. 463; Fracture of, 
(Haug) xxv. 180; Hearing in 
Double Atresia of, (Bezold) xxiv. 
57; xxv. 127; Hyperostosis of, 
(Hartmann) xxvi. 43; Oil Cyst, 
of, (H. Knapp) xxii. 333 ; Osteoma 
of, (Eulenstein) xxviii. 35 ; (Kayser) 
xxviii. 375; Pediculated Exostosis 
of, (Garzia) xxv. 94; Plastic Opera- 
tions at, (Jansen) xxiv. 63; (Koerner) 
xxiv. 62; Sarcoma of,(Connal) xxviii. 
460 ; Thickening of, (Hartmann) 
xxiii. 129 ; Tumors of, (Scheibe) 
xxlii, 87 


Meatus and Temporal Bone, Adeno- 


Carcinoma of, (Sprague) xxviii. 
286 


Membrana Tympani, Blueness of, 


and Varices, (Rohrer) xxviii. 464 ; 
Closure of Old Defects in, (Gom- 
perz) xxv. 407; Diagnosis of Per- 
forations of, (Bloch) xxvi. 414; 
Emphysema of, (Haug) xxiv. 180 ; 
Hemorrhagic Vescicles on, (Haug) 
xxiv. 328 ; Locality of Paracentesis 
of, (Dalby, Sir W.) xxvii. 79; 
Medico-Legal Aspect of Perforations 
of, (Corradi) xxv. 80; Repeated 
Perforations of, xxviii. 85 ; Respira- 
tory and Pulsatory Movements of, 
(Hammerschlag) xxv. 408 ; Ruptures 
of, xxii. 442 


MENIERE, Rubber Eustachian Bou- 


gies, xxvii. 97 
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Méniére’s Disease, (Politzer) xxv. 
399; Leukeemia in, xxv. 334 
Meningitis, Deafness from Diplo- 


coccic, (Grazzi) xxv. 91 ; Epidemic 
Cerebro-Spinal, with Otitis, (v. 
Stein) xxviii. 344; Pathology of 
Otitic, (Brieger) xxviii. 384 

Meningitis Serosa, (H. and A. H. 
Knapp) xxviii. 185 ; (May) xxviii. 
186 

MEYER, WILLIAM, Memorial for, 
xxiv. 413 ; Obituary Notice of, xxiv. 
409 

MEYERSON, Objectively Perceptible 
Noises, xxiii. 90 

MICHAEL, ‘‘ The Treatment of Mid- 
dle-Ear Suppuration,”’ Notice of, 
xxv. 236 

Middle and Inner Ear, Duration of 
Hearing in Diseases of, (Werhoff- 
sky) xxv. 152 

Middle Ear, Bacteriology of, (Leu- 
tert) xxvi. 114 ; Digestive- Ferment 
Treatment of Diseases of, (Cohen- 
Kysper) xxvi. 158; Double Sup- 
puration of, (Barr) xxvi. 237; Dry- 
Air Treatment of Suppuration of, 
(Andrews) xxviii. 41 ; Exposure of, 
(Griinert) xxv. 435 ; Hairy Granula- 
tion Tumor of, (Scheibe) xxiii, 87 ; 
in Old Age, (Ferreri) xxv. 81 ; 
Local Treatment of Suppuration 
of, (Brieger) xxvi. 403; Malignant 
Tumors of, (Kirchner) xxvii. 469 ; 
Operative Exposure of, (Politzer) 
xxv. 402; (Urbantschitsch) 74. 405 ; 
Physiology of, (Secchi) xxv. 93 ; 
Reports of Progress in Diseases of 
the, xxii. 104, 444 ; xxiii. 102, 340; 
xxiv. 81, 193, 363; xxv. 103, 208, 
297, 424 ; Xxvi. 70, 202, 420 ; xxvii. 
78, 184, 273, 371, 548; xxviii. 63, 
196, 300, 475 ; Sarcoma of, (Brose) 
xxviii. 139 ; (L. Cheatle) xxviii. 52 ; 
(Milligan) xxv. 262; Tuberculosis 
of, (Haenel) xxvi. 130 ; (Milligan) 
xxiv. 321 ; (Scheibe) xxvii. 129 ; Use 
of Cold in Diseases of, and of the 
Mastoid, (Tansley) 287; 


XXViii. 
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Vibration to Spine for Sclerosis of, 
(D. Grant) xxviii. 55 

Middle Ear and Mastoid, Tubercu- 
losis of, (Milligan) xxviii. 414 

Middle-Ear Disease, Epidemic, (L. 
Wolff) xxiii. 130 

MILLIGAN, W., Antrectomy in Mid- 
dle-Ear Suppuration, xxviii. 53 ; 
Otitic Brain Abscess, xxv. 265 ; 
Sarcoma of Middle Ear, xxv. 
262; Tuberculosis of Ear, xxiv. 
321 ; Tuberculosis of Middle Ear 
and Mastoid, xxviii. 414 

Miscellaneous Notes, British and 
American, xxii. 137, 226, 329; 
xxiii. 134, 245 ; Xxiv. 113, 251, 413; 
XXv. 125, 246, 341, 466; xxvi. 109, 
332; xxvii. 113, 206, 470, 560; 
xxviii, 86, 227, 495 

MOLL, Mastoid Operation, xxv. 
411 

Moore, S. J., Obituary Notice of, 
XXili. 253 

Moos, Brain Tumor, xxiii. 305 ; His- 
tology of Petrous Bones after Scar- 
latinal Otitis, xxii, 64; Obituary 
Notice of, xxiv. 409; Otitic Brain 
Disease, xxiii. 198 ; xxiv. 41; Per- 
cussion of Mastoid, xxiii. 85 ; 
Unusual Case of Mastoiditis, xxiii. 
130, 235 

Morr, Aural Affections during 
Bright’s Disease, xxvii. 444 ; Otitic 
Brain Abscess, xxvi. 297; Rhinitis, 
Atrophic, with Relation to the 
Ears, xxiii. 271 

Moure, Adenoids in Adults, xxvii. 
95 ; Cavernous Angioma of Ear, 
xxv. 90; Otitic Brain Abscess, 
xxviii, 449; ‘* Practical Manual of 
Diseases of the Nasal Fossa,” etc., 
Notice of, xxiii. 143; Surgery of 
Dry Chronic Catarrh of Ear, xxvii. 
102 

MOLLER, J., ‘* The Lip-Reading of 
Persons with Hardness of Hear- 
ing,” Notice of, xxiii. 378 

MOLLER, R., Effect of Artillery Prac- 
tice on the Ears, xxviii, 264 





General Index. 519 


Mumps, Deafness from, Treated with 
Pilocarpine, (Jollye) xxvii. 20 

MycINnp, Temporal Bones of Deaf- 
Mutes, xxii. 239; Unilateral Ab- 
sence of Labyrinth from Scarlatinal 
Otitis, xxii. 17 

My es, Adhesions of Tube to Pharyn- 
geal Wall, xxvi. 322 ; Nasal Acces- 
sory Cavities, xxv. 245 

Myringitis Bullosa, (Allport) xxv. 
296 

Myringotome, (Shastid) xxiv. 298 


Nasal Hydrorrheea, (Baber) xxvii. 388 ; 
(St. C. Thomson) xxviii. 48 

Naso-Pharynx, Fibro-Sarcoma of, 
(Hubbard) xxvi. 168; Tumors of, 
(Hartmann) xxiv. 66 

Nemal, Empyema of Sphenoidal and 
Ethmoidal Sinuses, xxv. 189 

Nerve Deafness, (Grant) xxiv. 320; 
(McNaughton Jones) xxiv. 320 

Nervous Apparatus and Internal Ear, 
Reports on, xxii. 118, 458; xxiii. 
112, 365 ; xxiv. 94, 211; xxv. I14, 
218, 305, 442; xxvi. 79, 219, 437; 
xxvii, 85, 190, 284, 378, 556; xxviii. 
69, 206, 309, 472 

Newcomps, Fatal Hemorrhage after 
Adenoid Operation, xxii. 140 

New York Academy of Medicine, 
Reports of Otological Section of, 
xxii. 138 ; xxvii. 108, 297, 571 

‘‘New York Eye and Ear Infirmary 
Reports,”’ Notice of, xxii. 230 

New York Otological Society, Re- 
ports of Meetings of, xxii. 139, 331 ; 
Xxvii. 259 ; xxviii. 83, 177, 28y 

NICHOLS, Lipoma of Auricle, xxii. 
332; Obituary Notice of, xxvii. 582 

NOLTENIUS, Radical Operation, xxvi. 
406 ; Stapes Anchylosis, xxvii. 468 

Nose, Accessory Cavities of, (Bryan) 
xxv. 318; (Jansen) xxiv. 224; 
(Lichtwitz) xxv. 317 ; (Myles) xxv. 
245, 327; (Winkler) xxvi. 407; As- 
pergillus Glaucus in, (J. Dunn) 
xxiv. 154; Centipede in, (v. d. 
Heide) xxv. 413 ; Complications 


Following Operations on the, 
(Wertheim) xxviii. 272; Deformi- 
ties after Fracture of the, (Pegler) 
xxvill. 47; Foreign Bodies in, 
(Simon) xxv. 453 ; (Zwillinger) xxv. 
191 ; Massage of Mucosa of, (Lucae) 
xxiii. 132; Micro-Organisms in the 
Healthy, (St. Clair Thomson and 
Hewlett) xxiv. 299; Obstructions 
of, (Schmidt) xxvi. 117; Polypi of, 
(Guye) xxiv. 324; Removal of Se- 
questra and Tooth from Floor of, 
(H. Knapp) xxiii. 71, 152; Serous 
Cyst beneath Wing of, (H. Knapp) 
xxii. 67, 150; ‘Treatment of, and 
Antisepsis, (St. C. Thomson) xxv. 
87; Tuberculoma of, (Polyak) xxv. 
187 

Nose, Naso-Pharynx, and Accessory 
Cavities, Reports of Diseases of the, 
Xxii, 121, 460; xxiii. II4, 352; 
XXiv. 97, 212, 386; xxv. 114, 219 
305, 442; xxvi. 81, 222, 438 ; xxvii 
85, 193, 285, 379, 558; xxviii. 71, 
207, 309, 483 


Obituary Notices: Dr. E. Cock, xxii 
141; Mr. Neils Griffiths, xxiii. 253 ; 
Von Helmholtz, xxiii. 382; Mr. A. 
Hensman, xxiii. 253; Dr. B. 
Hewetson, xxviii. 496; Dr. Hud- 
son, xxvi. 334; Dr. E. H. Jacob, 
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THIGPEN, Middle-Ear Suppuration 
with Complications, xxvi. 253 

THOMSON, Sr. CLAIR, Intranasal 
Treatment, and Antisepsis, xxv. 87 ; 
Nasal Hydrorrhoea, xxviii. 48 

THOMSON, ST. CLAIR, and HEWLETT, 
Micro-Organisms in the Healthy 
Nose, xxiv. 299 

THONER, Pathological Alterations 
after Piercing Auricle, xxii. 480 

Tinnitus, (Panse) xxvii. 468 ; xxviii. 
353; Abbolene, Menthol and 
Ethyl] in, (Seiss) xxiv. 88 ; Blowing, 
(McKernon) xxviii. 289; Causes 
of, xxvi. 197; Counter Sounds for, 
(Schwarzbach) xxiv. 74; Deafness 
after Ligation of Carotid for, xxiii. 
98; Electricity in, (H. L. Jones) 
xxiv. 293; (Seligmann) xxvi. 128 ; 
Explosive, (Sheppard) xxviii. 188 ; 
Objectively Perceptible, (Dalby, 
Sir Wm., and Baber) xxiv. 320; 
(Haug) xxiii. 132 ; (Kayser) xxiv. 
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SHASTID, Myringotome, xxiv. 298 

SHAW, C. E., Epithelioma of Pharynx, 
xxviii. 48 

SHEPPARD, Explosive Noises in Ear, 
xxviii, 188; Mastoid Operations in 
Diabetes, xxii. 332; Otitic Brain 
Disease, xxvi. 261; Sinus Throm- 
bosis, xxvii. 357; Unintentional 
Opening of Lateral Sinus, xxii, 233 

SHIELD, ‘‘ Diseases of the Ear,’’ No- 
tice of, xxiv. 248 

Shrapnell’s Membrane, Instrument 
for Operating on, (Tomka) xxv. 190 

SIEBENMANN, Auditory Ossicles, xxiv. 
56; Closure of the Niche of the 
Round-Window, xxviii. 374 ; Func- 
tional Examination of Normal Ear, 
xxii. I; Functional Examination in 
Pure Catarrh of Eustachian Tubes, 
xxii. 12; Modification of Koerner’s 
Plastic Operation for Cholestea- 
toma, xxviii. 229; Tumors of Cen- 
tral Acoustic Tract, xxvi. 270, 335 

SIKKEL, Upper Jaw in Adenoid Af- 
fections, xxv. 413 

Sinus, Abscess of Lateral, with Pyz- 
mia, (Kauffmann) xxv. 333; Chlo- 
roma Simulating Phlebitis of, 
(Koerner) xxvi. 289; Death from 
Entrance of Air into, (Kuhn) xxvi. 
55; Diseases of, from Otitic and 
Khinitic Affections, (Preysing) xxvii. 
341; Empyema of Frontal, xxii. 
471 ; Opening of Sigmoid, for Oper- 
ative and Therapeutic Purposes, 
(Leutert) xxviii. 385; Petrosqua- 
mosal, (A. H. Cheatle) xxviii. 454 ; 
Phlebitis of, (Boke) xxv. 185; Dis- 
cussion on, xxviii. 293; Photo- 
graphs of Frontal, (Hartmann) xxii. 
gt ; Respiratory Closure of Lateral, 
(Koerner) xxvi. 294; Sarcoma of 
Frontal and Ethmoidal, (S. M. Bur- 
nett) xxviii. 105 ; Thrombosis of, 
from Operations, (Hoffmann) xxvi. 
175; Thrombosis of Lateral, 


(Adams) xxii. 182 ; (Alderton) xxvi. 
321 ; (Ballance) xxviii. 55 ; (Bennett) 
xxiii, 140; (J. Dunn) xxvii. 494; 
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Unintentional Opening of Lateral, 
(Sheppard) xxii. 233 

Sinus Thrombosis, (Berens) xxviii, 
180; (Hoffmann) xxvi. 404; xxvii, 
468 ; (Jansen) xxiv. 65 ; (Kirchner) 
xxv, I94; (Ludwig) xxvi. 126; 
(Richardson) xxviii. 284 ; (Sheppard) 
xxvii. 357; (Toeplitz) xxviii. 185 ; 
(Whiting) xxvii. 506; Microscopy 
of, (Bruehl) xxviii. 326; New Form 
of, (Voss) xxviii. 254 

Sinus Thrombosis and Cerebellar 
Abscess, (Cleveland) xxiv. 136 

Sinuses, Empyzma of Ethmoid and 
Sphenoid, (Nemai) xxv. 189 ; Illumi- 
nation of, (Turner) xxvii. 560 

Sodium Salicylate, Effect of, on the 
Ears, (Alt) xxv. 393 

Sound, Lateralization of, (Barth) xxiv. 
327 

SPEAR, Low Tuning-Forks, xxvi. 373 

Speech and Tones, Ilearing for, 
(Zwaardemaker) xxiii. 291 

Sphenoid, Empyema of, (Hoffmann) 
xxvi. 408 

SpmRA, Ostitis of Mastoid, xxv. 398 
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Ear,” Notice of, xxvi. 461 
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(Dench) xxviii. 283 ; (Gomperz) xxv. 
397; (C. R. Holmes) xxii. 337; 
(Jansen) xxvi. 408; (Noltenius) 
xxvi. 406; (Randall) xxviii, 282; 
(Urbantschitsch) xxv. 397; (Vohse) 
xxiii. 131 ; Discussion on, xxiv. 321 ; 
Followed by Epilepsy, xxiv. 141. 
See also ‘ Radical Operation” 
passim 

Stapes, Anchylosis of, (Bezold) xxiii. 
131; xxv. 67; (Dundas Grant) 
xxvii. 469 ; (Noltenius) xxvii. 468 ; 
and Nerve Deafness, (Bezold) xxiii. 
48, 13t; Annular Ligament of, 
(Barth) xxiv. 56; Bilateral Anchy- 

(Bezold) xxiv. 57; Ex- 

(Bezold) xxiii. 129; 


losis of, 
traction of, 
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Stapes — Continued. 
Mobilization of, (Garnault) xxviii. 
405; Removal of, (Bezold) xxii. 
400; (Blake) xxii. 78, 196, 305, 
404 ; (Kessel) xxiv. 64; Trephining 
of, (Alderton) xxvii. 361 

Statistical Paper, (Bezold) xxvii. 309 

Sretn, V., Epidemic Cerebro-Spinal 
Meningitis with Otitis, xxviii, 344 ; 
Otitic Loss of Equilibrium, xxv. 8 ; 
‘‘The Study of the Functions of 
the Different Parts of the Laby- 
rinth,” Notice of, xxii, 131. 

STEINBRUEGGE, Changes in the Posi- 
tion of Reissner’s Membrane, xxviii. 
373; Congenital Deformity of Ear, 
xxiv. 64; Perfect Hearing with 
Anomalous Ears, xxviii, 380 

STERN, Bacteriology of Otitis Sup- 
purativa, xxv. 139 


STIPANITZ, Removal of Turbinate, 
xxv. IOI 
STRAUSS, Tuberculosis of Auricle, 


xxvii. 462 

SUCHANNEK, 
of Olfactory Mucosa, xxii. 383 

SunE, Y. Mo.istT, Gunshot Wound 
of Mastoid, xxv. 80 

Superstitions, Popular Aural, (Karutz) 
XXVl. 244 

Surf Bathing, and Sea Climate, Effect 
of, on Ear and Tonsil, (Koerner) 
XXVili. 144 

SWAIN, Otitis Purulenta, Extension 
to Skull and Neck, xxvi. 30 

Syphilitic Ear $33; 
XxXV. 298; xxvi. 928; xxiii, 127; 
(Downie) xxv. 37; (Garzia) xxv. 
94; (Gradenigoe) xxv. 193 ; (Toep- 
litz) xxii. 481; Inherited, (Pritch- 
ard and Cheatle) xxvii. 415 

Syringe, xxii. 228 

SZENES, Conservatism in Otology, 
xxiv. 336; Objective Noises, xxiii. 
132 


Microscopic Anatomy 


Disease, xxii. 


Tabes, Auditory Nerve in, xxii. 118 ; 
Relations of, to Ear, (Friedrich) 


XXvi, 400 
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TANSLEY, Deviated Nasal Septa and 
Ear Diseases, xxvi. 322; Use of 
Cold in Middle Ear and Mastoid 
Affections, xxviii. 287 

Teeth, Otitis Purulenta and Mas- 
toiditis from Caries of, (Schwartz) 
Xxii. 203 

TEICHMANN, Complications of Otitis 
Suppurativa, xxviii. 166; Dip- 
lacusis, xxviii. 38 

Temporal Bone, Bilateral Fracture 
of, (Vulpius) xxii. 394 ; Dehiscences 
of, (Hartmann) xxiv. 325 ; Effect of 
Inflammations on Development 
of, (Lubet-Barbon) xxv. 92; Intra- 
cranial Complications of Caries of, 
(Koerner) xxiii. 130; Shape of, and 
Shape of Skull, (Randal) xxiii. 
162; Surgery of, (Sattler) xxvii. 
473; xxviii. 189 ; Tuberculosis of, 
XXili. 110 

Tensor Tympani, Excitability of 
(Ostmann) xxvii. 462 

Tetanus, (C. H. Burnett) xxvii. 263 

THEOBALD, Boric Acid and Zinc 
Oxide in Otomycosis, xxvii. 361 

THIGPEN, Middle-Ear Suppuration 
with Complications, xxvi. 253 

THOMSON, Sr. CLAIR, Intranasal 
Treatment, and Antisepsis, xxv. 87 ; 
Nasal Hydrorrhoea, xxviii. 48 

TuHomson, Str. CLArrR, and HEWLETT, 
Micro-Organisms in the Healthy 
Nose, xxiv. 299 

THONER, Pathological Alterations 
after Piercing Auricle, xxii. 480 

Tinnitus, (Panse) xxvii. 468 ; xxviii. 
353; Abbolene, Menthol and 
Ethy] in, (Seiss) xxiv. 88 ; Blowing, 
(McKernon) xxviii. 289; Causes 
of, xxvi. 197 ; Counter Sounds for, 
(Schwarzbach) xxiv. 74; Deafness 
after Ligation of Carotid for, xxiii. 
98; Electricity in, (H. L. Jones) 
xxiv. 293 ; (Seligmann) xxvi. 128 ; 
Explosive, (Sheppard) xxviii. 188 ; 
Objectively Perceptible, (Dalby, 


Sir Wm., and Baber) xxiv. 320; 
(Haug) xxiii. 132 ; (Kayser) xxiv. 
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Tinnitus — Continued. 
328 ; (Meyerson) xxiii. go; (Sch- 
wager) xxv. 290; (Szenes) xxiii. 
132; (Tomka) xxv. 189; Turbi- 
notomy in, (C. Jones) xxiv. 323 ; 
and Vertigo, Puncture of Round- 
Window in, (Botey) xxvii. 104 

TokPLITZ, Radical Operation, xxvii. 
304; Sinus Thrombosis, xxviii. 
185 ; Tonsillitis with High Tem- 
perature, xxviii. 291 

Tomka, Instrument for Operations 
on Shrapnell's Membrane, xxv. 
190; Objectively Perceptible 
Noises, xxv. 189 

Tones, Examinations for Upper and 
Lower, (Bezold) xxii. 216; Ex- 
amination of, in the Deaf, (Lucae) 
xxviii. 377; Hearing for, (Dennert) 
xxiv. 327 ; Limits of, (Denker) xxvi. 
113; Raised Upper Limit of, in 
Sclerosis, (Zwaardemaker) xxvi. 
376 ; Series of, for Tests, (Bezold) 
xxiii. gO, 131 ; (Lucae) xxiii. 131; 
Upper Limit for, with Galton’s 
Whistle, (Alderton) xxv. 43 

Tonsil, Malignant Disease of, (Che- 
vasse) xxiii. 134; Papilloma of, 
(Roberts) xxv. 55; Relation of, to 
Ear, (Beckmann) xxvi. 400 

Tonsillitis with Constantly 
Temperature, (Toeplitz) 
291 

Tonsillotomy, Discussion on, xxiv. 
339; Hemorrhage following, (C. 
Zimmermann) xxvii. 335 

Torpedo, Labyrinth in, (Hellmann) 
Xxvii. 462 

TREITEL, Digestive Ferments for 
Deafness, xxvi. 409; Multiple 
Otitic Cerebellar Abscess, xxiv. 311 

Tube, Improved Hearing from 
Bougies in the, (Harris) xxvii. 307. 
See also Eustachian Tube. 

Tuberculosis and Tonsils, (Brieger) 
xxvii. 466 

Tuberculosis of Ear, 


High 
XXViii. 


(Guranowski) 


xxiv. 371 ; (Koerner) xxvi. I19 ; 
(Lymes) 


xxviii. 471 ; (Milligan) 
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xxiv, 321 ; (Schwabach) xxvii. 551 ; 
of Eighth Nerve, (Manasse) xxvi. 
113 

Tuberculous Tumors of Skull, and 
Drumheads, (Freysing) xxviii. 330 

Tumors of the Ear, (Scheibe) xxiv. 
269; Cure of, by Comfrey-Root, 
(Thomson) xxvi. 235 

Tuning-Forks, Definition of (J. Orne 
Green) xxviii. 26; Helmholtz’s 
Theory, (Zimmermann) xxviii. 378 ; 
Low Pitched, (Moos) 132; 
(Spear) xxvi. 373; Reactions of, in 
Disease, (Alderton) xxvii. 360; 
Tests by, (Alderton) xxiii. 171; 
Tests with Hartmann’s, (Harris) 


Xxili. 


Xxvi. I 
Turbinates, Cystoid Polypi of, (Freu- 
denthal) xxii. 296; Hypertrophy 


of, and Deafness, (McNaughton 
Jones) xxv. 82 

Turbinotomy, (Macdonald)  xxvi. 
459; 


TURNER, Papilloma of Septum, xxvi. 
141 ; (Stipanitz) xxv. 191 

Tympanum, Apparatus for Inflation, 
and Medication of, (Hubbard) xxii. 
27; Hydrochloric Acid in Bony 
Affections of the, (Ole Bull) xxviii. 
13; Hypertrophy of Mucosa of, in 


Infants, (A. Cheatle) xxii. 258; 
Irrigation of, (Bing) xxv. 195; 
Myxosarcoma of, (Kuhn) xxiv. 


63; Neuralgia of, from Tongue, 
(Koerner) xxvi. 410; Removal of 
Foreign Body from, (Béke) xxv. 
186; Suppuration in Floor of, 
(Kretschmann) xxiv. 326; Surgery, 
(Randall) xxiv. 175 ; Tension of, in 
Occlusion of Tubes, (Gomperz) xxv. 
407; Tumor of, (Jansen) xxvii. 
464 

Typhoid, Otitis in, (Hengst) xxv. 245 


UCHERMANN, Anatomy of Deaf- 
mutism after Scarlatina, xxii. 208 ; 
Hearing Tests and Tone Exercises 
in Deaf-Mutes, xxvii. 103; Rheu- 
matism of Ear, xxviii. 421 
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Deafmutism and 
Deafness of the Aged,” Notice of, 


ercises in 


xxv. 232; Acoustic Gymnastics, 
xxiv. 50; Operative Exposure of 


Middle Ear, xxv. 397, 405 


Vaccination of Meatus, (Szenes) 
XXIV. 337 

VACHER, Auto-Infection, xxvii. 104 

Velum, Pharynx, Tonsils, Oral Cavity, 
etc., Reports of Progress, xxvi. 456 ; 
xxvii. 203, 295, 392, 568; xxviii. 
79, 219, 321, 493. 
Nose and Naso-Pharynx Reports. 

Verpos, Effect of Dynamite on the 


See also under 


Ear, xxv. 92 
VERMYNE, J. J. 


B. Obituary Notice 
of, xxvii. 582 

Vertigo, Aural, (Gruening) xxviii. 292; 
Cured by Splint to Drumhead, 
(Marple) xxiv. 358 

VouseEN, Attic Operations, xxvi. 128 

Voss, New Symptom of Sinus Throm- 
bosis, xxviii, 254 

VuLpius, Bezold’s Mastoiditis, 
390; Bilateral Fracture of 

Influenza 


XXii. 

Tem- 
poral Bone, xxii. 394; 
Otitis, xxiv. 131 

WAGENHAUSER, Injuries from De- 
tonations, xxvii. 469 

WALB, Conservatism in Otology, xxiv. 
62; Ears of the New-Born, xxiv. 
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WERHOFFSKY, Duration of Hearing 
in Middle- and Inner-Ear Disease, 
XXV. I1§2 

WERTHEIM, Complications Following 


Intranasal Operations, xxviii. 272 
WHITING, 


Abscess and 


Epidural 
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Facial Paralysis, xxvii, 250 ; Extra- 
dural Abscess, xxvii. 300; Otitic 
Sinus Thrombosis, xxvii. 26, 506 

WICKERSHEIMER’S FLUID, xxii. 518 

WILson, Cyst of Meatus, xxviii. 290 

WINKLER, Nasal Accessory Cavities, 
XXVi. 407 

Wotr, Iron, Lead, Silver, and Mer- 
cury in Otology, xxiv. 336 

WoLFrr, L. Epidemic Middle-Ear 
Disease, xxiii. 130 

WoopwarD, Otitic Cerebellar Ab- 
scess, XXV. 4 

WREDEN, ROBERT, Obituary Notice 
of, xxiii. 149 


YANKAU, ‘‘ Vade-Mecum for Ear, 
Nose and Throat Specialists,” No- 
tice of, xxv. 462 

‘* Year Book of Treatment,” Notice 
of, xxiv. 243 ; xXxvi. 333; XXVIi. 395 


ZAUFAL, Otitic Sinus Thrombosis, 
xxiii. 88 
ZIMMERMANN, ‘Tuning-Forks and 


Helmholtz’s Theory, xxviii. 378 
ZIMMERMANN, C., Hemorrhage Fol- 
lowing Tonsillotomy, xxvii. 335 
ZUCKERKANDL, ‘‘ Normal and Patho- 

logical Anatomy of the Nose and its 
Pneumatic Appendices,” Notices 
of, xxii. 132 ; xxill. 147; xxiv. 242 
ZWAARDEMAKER, Hearing for Speech 
and Tones, and the ‘* Auditory 
Field,” xxiii. 291 ; 
Law, xxiii, 228; Railway Signals 
385; Raised 
in Sclerosis, 
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and 
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xxvi, 376 
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